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Introduction to the Portfolio
This Portfolio represents a selection of the work carried out in fulfilment of the 
PsychD in Psychotherapeutic and Counselling Psychology at the University of Surrey. 
It contains three dossiers: Academic, Therapeutic Practice and Research.
The Academic Dossier includes papers which were submitted for the following 
courses: Theoretical Models of Therapy, Advanced Theory and Therapy, Options and 
Issues in Counselling Psychology.
The Therapeutic Practice Dossier contains descriptions of the three clinical placements 
as well as a personal account of integrating theory, research and practice.
Finally, the Research Dossier consists of three research papers: a literature review and 
two empirical studies.
Due to the confidential nature of the therapeutic work with clients, the full reports and 
notes of practice related material are not included here, but are available in the 
confidential appendix, submitted separately and not publicly accessible. Throughout 
the portfolio, where personal material is cited or referred to, the names of the clients 
concerned have been changed and any identifying information altered or omitted to 
protect their anonymity.
ACADEMIC DOSSIER
Introduction to Academic Dossier
This dossier contains a selection of papers and reports submitted over the duration of 
the course. Two ‘Therapy and Advanced Theory’ papers which address issues relating 
to the integration of theory and practice, are included. The first paper explores the 
integrative work of Kahn on the therapeutic relationship and illustrates its usefulness 
to the therapeutic practice. The second paper is concerned with the role of the 
therapeutic alliance in cognitive therapy and its importance for therapeutic change. A 
paper from the final year’s Options course'discusses the ways in which Transactional 
Analysis (TA) can assist efforts to work integratively. Finally, a report from ‘Issues in 
Counselling Psychology’ addresses the ethical issues that may arise when working 
with suicidal clients.
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“Describe and evaluate the work of Michael Kahn and illustrate the 
usefulness of his ideas for your own therapeutic practice”.
INTRODUCTION
This essay is concerned with the work of Michael Kahn on the exploration of the 
therapeutic relationship. In his book: ‘Between Therapist and Client: The New 
Relationship’ (Kahn, 1997), he traces the history of the therapeutic relationship from 
Freud to the present and shows how the enmity between the different schools of 
Psychology, particularly the Humanistic and the Psychoanalytic, has limited their 
therapeutic effectiveness and how the recent reconciliation has opened new possibilities 
for the way therapists relate to their clients.
It seems that the importance of the therapeutic relationship has been recognized by all 
different theoretical approaches; there is a consensus in agreement that success in 
psychotherapy can best be predicted by the properties of the therapist, the client and 
their particular relationship. Frank (1979) and Hynan (1981) are two of the researchers 
who have found that the client, the psychotherapist and the therapeutic relationship 
between them are the elements that are more close related to the outcome of the 
therapy, rather than any technique that has been used.
Kahn suggests that a new consensus has begun to emerge in the world of the clinical 
relationship, as some of the old conflicts are beginning to resolve themselves, and a 
cohesive picture is beginning to be sketched. It is a time, he claims, in which ways are 
being found for integrating the insights of therapists like Rogers and Kohut, who are 
concerned more with the human aspect of the client’s experience, with those like Freud 
and Gill, who maintain a more solid belief in the power of the unconscious and the 
impact of the transference in the therapeutic relationship (Kahn, 1997).
In this essay I will be examining this integrative approach proposed by Kahn and, as it 
appears to be my preferred way of working, I will connect it with one example from
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my practical experience. As mentioned earlier, the four theorists upon whom Kahn has 
based his integrative approach is Freud, Rogers, Gill and Kohut, and therefore the 
attention will be placed mainly on their theoretical contributions to psychotherapeutic 
practice.
T m m w m iA T ia m E ip
Describing the ‘ideal5 therapist, Kahn (1997) suggests that he/she should be 
characterised by genuineness, a concept derived from the Rogerian psychotherapy. By 
this, Kahn means that therapists have to be transparent, not wearing any kind of 
therapeutic mask, pretending who they are not. Thus, for example, they should 
recognise that they become to some extent emotionally involved in the therapeutic 
relationship and do not pretend to be superhumans and above the possibility of such 
involvement.
Moreover, Kahn believes that an effective relationship is being established when the 
therapist shows his/her empathy to the client, probably, in his opinion, the most 
important concept in Rogers5 theory. He stresses that allowing themselves to feel what 
the clients are feeling, to enter their world as if it were their own, is the most effective 
way for therapists to get their best information about the clients. He holds that empathy 
is therapists5 major therapeutic contribution to the clients. He sees as their most 
important job not to give any advice, opinions or answers, but to do their best to 
understand the client. Empathy has a similar meaning in Kohut5 s theory, as well. Kohut 
(1984) stresses that empathy means letting clients know that, perhaps for the first time, 
they are fully understood and that the way they see the world is accepted as a plausible 
way for them to see it, given their individual histories. According to Kahn, therapists 
need to learn not only a technique or a group of techniques (e.g. reflection, a skill 
proposed by Rogers), but rather ways of opening themselves, first, to their clients5 
experiences and then to their own spontaneity. That spontaneity will reveal, as Kahn 
suggests, their own special, idiosyncratic way of communicating empathy to the client 
(Kahn, 1997).
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Kahn puts a great emphasis on transference, as an important therapeutic tool in 
therapy. This concept, one of the most extensively written about, is generally 
considered to be Freud’s most influential contribution to psychotherapy. According to 
Freud (1940), when people enter therapy, the way they see and respond to the therapist 
and the reactions they set out to provoke are influenced by two tendencies: they will 
see the relationship in the light of their earliest ones, and they will try to replay earlier 
difficult situations. These perceptions, responses and provocations Freud called 
transference, meaning that the client transfers onto the therapist all these old patterns 
and repetitions. Although Kahn recognises Freud’s suggestions concerning 
transference, he seems to accept more Gill’s perception of this phenomenon. Freud 
(1940) stressed, as we show, that it was the repression of early thoughts, feelings and 
experiences that created problems to his clients. Thus, he believed that if someone 
could recapture the memory of those feelings and the events associated with them and 
work through those memories, the problem would be significantly lessened. This can be 
called remembering therapy. Gill (1994), accepts Freud’s theory of psychopathology, 
and although he believes that remembering is very important to lead to a significant 
change in therapy, he does not find it sufficient. According to him, what is missing is 
re-experiencing. He states that because the client’s difficulties were acquired through 
experience, they have to be transformed through experience; that is, the client must 
have the opportunity to relive emotionally the impulses, the anxieties, and the conflicts 
of his/her past and to relive them under certain specified conditions. Gill stresses that a 
therapeutic movement may result when clients: a) re-experience the ancient feelings 
and impulses that were connected to the genesis of their trouble, b) experience those 
thoughts and feelings in the presence of a person toward whom they are now directed, 
c) express them to that person, and d) have this expression met with interest, 
objectivity, understanding and acceptance (Gill, 1994).
In my opinion, Gill’s view of the exegesis as well as the importance of transference 
seems to move the therapeutic relationship one step further than before, as it can 
provide both therapist and client with a deeper understanding of their interaction. I 
would place more importance on the fourth condition, for I believe that it is a vital 
need on the part of the client to feel, maybe for the first time in his/her life, that he/she
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is understood and accepted by someone.
Kahn seems to follow this line and suggests that the most important job for the 
therapist is to try to understand the clients’ experience and let them know that it has 
been understood. Furthermore, he/she has to work continually to increase each client’s 
awareness of their relationship. According to Kahn, having begun to gain some 
understanding of a client and of the themes of this client’s life, the therapist will begin 
helping the client see that his/her reactions to the therapist are in large part determined 
by the attitudes and expectations the client carries everywhere. He stresses that the 
therapist should never imply that the client is distorting. He believes that like the rest of 
us, clients try to make sense out of the available information. Therefore, therapists 
must realise that given the events of the client’s life, all these attitudes and expectations 
they carry everywhere are fully understandable, and in fact, inevitable.
At this point it should be mentioned that the realisation of this fact enables the therapist 
to remain open to the clients’ past experience as well as their current behaviour, 
understand how their early experiences influence their present lives, and therefore offer 
them a more objective and effective way of dealing with their present difficulties.
Kahn (1997) notices that in daily interactions it is very often considered bad form to 
communicate one’s feelings about one’s companion. However, clients have to learn 
that in therapy, this is considered to be a very good form. He suggests that therapists 
should encourage their clients to talk about their thoughts, feelings, about the therapist, 
as well as their fantasies about the therapist’s thoughts, feelings and fantasies.
Another important issue that Kahn raises is the issue of diagnosis; he sees that in 
general therapists are divided into two different schools, as far as their thinking about 
diagnosis is concerned. From the one hand, there are those who devote a good deal of 
attention to making a diagnosis on a client from the very beginning of their work with 
him/her. They decide on the therapeutic style they will follow with this particular client, 
according to the diagnosis they have previously made. They would work very 
differently, for example, with a client who has been diagnosed as borderline, and 
another client who has been diagnosed as neurotic. On the other hand, there are those
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therapists who think very little about diagnosis. They do their kind of therapy with 
whoever comes along. They are very little concerned with separating clients into 
categories. However, they do make a continual, automatic diagnosis for their client’s 
situation (Kahn, 1997).
The therapists with whom Kahn seems to agree with fall into the second school. He 
points out, for example, how diagnosis is of no use to the therapist in Rogers’ theory 
(Rogers, 1942). Kohut (1984) stressed that all people with emotional problems suffer 
from deficits of the self, the so called self disorders, and they could benefit from the 
empathic relationship that he tries to establish in therapy. Thus, no diagnosis is required 
for this to happen. The psychoanalysts, Freud and Gill, believe that analysis is the 
treatment of choice of anybody capable of making a genuine relationship with the 
therapist.
Therefore, the approach Kahn proposes does not depend on diagnosis, but rather it 
assumes an attentive sensitivity to each client at each moment and further assumes that 
therapists’ empathy will carefully tune their responses from moment to moment. This 
suggestion seems very sensible, as diagnosis in my opinion, limits to some extent the 
therapeutic intervention, for the therapist should then function under the ‘label’ he/she 
has put to the client’s difficulty. Putting a client to a particular diagnostic category, 
may restrict us from recognising other signs or characteristics that may be manifested 
in a later stage of therapy, and do not fit to the pre-determined category. Diagnosis 
appears to be useful mainly, if not only, for professional communication between 
therapists. However, as far as the therapeutic relationship is concerned, I think that the 
therapist should relate to a client according to how this client is at this particular 
moment, and also have the flexibility to relate differently to different clients or to the 
same client at different times.
At this point it would be worth mentioning that similar attempts of integrating different 
theoretical models have been made by the object-relation theorists (Fairbaim, 1954; 
Greenberg & Mitchell, 1983; Winnicott, 1989). These theorists believe that a full 
understanding of man’s nature requires a consideration of motivation derived from 
both instinctual (psychoanalytic view) and relational (humanistic view) considerations,
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which are treated as more or less independent factors (Greenberg & Mitchell, 1983). 
Kemberg (1976) states that object relations theories focus on the influence of the 
experiences of early developmental stages in the formation of identity and current 
behaviour. He adds that their interest in the affective aspects of the relationship 
between self and object, between self representations and object representations, leads 
them to a particular concern with the origin and impact of early affects, which, in turn, 
provides a linkage between objects relations theory, empirical research on affect 
development and examination of here and now behaviour.
Within this model different theorists construe the impact of the therapeutic relationship 
in similar ways. Winnicott (1989) stresses that the therapist is a ‘human basket’ into 
which clients put all their eggs, testing out to see if the therapist will be sensitive and 
reliable, or will repeat the traumatic experiences of the past. Fairbaim (1954) points out 
the importance of the therapist becoming a ‘good object’ as a prerequisite to the 
client’s relinquishing his/her ties to a bad object. Authors in the Kleinian tradition tend 
to stress the manner in which the act of interpretation itself transforms the relationship 
between client and therapist. Racker (1968) indicates that the client experiences the 
therapist in the context of his/her internal object relations, which he/she projects onto 
the therapeutic situation. The therapist then comes to understand these projections of 
self and object images through trial identifications with them, and he/she subsequently 
interprets these projections to the client. For Racker then, the interpretation is an act of 
engagement and caring that transforms the relationship.
THERAPEUTIC PRACTICE
In this section I will try to show how the integrative approach that Kahn is suggesting 
may prove to be a very useful way of working in the therapeutic practice. All examples 
stem from my own practical experience, as I feel that in my preferred way of working I 
can identify many of Kahn’s propositions.
The first example concerns Mr. R., aged 39, who came to see me complaining for 
stress related to work which had resulted in low mood, low interest and feelings of
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inability to cope with daily things. Mr. R. is a very high educated person who holds a 
Ph.D. in Astronomy and is working as a Manager with a Computer Company. 
Throughout our sessions Mr. R. would mainly talk about practical things (i.e. how he 
had spent his week), and every time he would refer to himself he would only mention 
either his achievements so far (he was the best student in the university, he has won the 
Third Prize in a World-wide Competition in Maths, etc.), or his competence in various 
skills (piano, violin, languages, to refer only to some of them). However, he would 
never talk about his feelings toward situations or people in his life. He would talk about 
his girlfriend in a ‘flat’ way, and he would admit that he has not “opened himself to 
her” very much, as their relationship is “at a very early stage” (they have been together 
for three months). He reported a general difficulty in communicating with other people 
and said that his social skills are very poor.
From the first session I tried to stay open to Mr. R’s experience and listen to his ‘story’ 
without any critical or judgmental view. I tried to be genuine, in terms of letting Mr. R. 
know that I do not possess any ‘magical’ answers to his difficulties (or to anyone’s 
difficulties), and reassured him that I was there to work with him on these difficulties, 
and I needed his help to do so, as much as he needed mine. I devoted much time and 
energy to understand his way of thinking and make sense of his expectations from the 
therapy. When he gradually started to communicate some feelings and to reveal some 
emotional material to me (his competitive relationship with his parents and siblings, the 
strict school environment in which he was raised, where no space was allowed for 
emotional contact with other students), I strove to enter his emotional world and see 
things from his point of view.
Moreover, I tried to communicate my understanding of his own experience and let him 
know that I empathise with his feelings and emotions and therefore I can recognise 
why he encounters these particular difficulties at this particular moment. As we were 
faced with all these changes in the therapeutic process, I found the opportunity to focus 
on our relationship, and more specifically on Mr. R’s perception of our relationship. By 
exploring the phenomenon of transference, and learning what Mr. R. thinks and feels 
about me as well as about the development of our relationship, I managed to gather 
information which seemed to be very important for Mr. R’s awareness of his
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difficulties. To be more specific, I was able to connect his preference to stick to ‘safe’ 
topics and his reluctance to reveal more personal material, with a past negative 
experience, where he had been “rejected”, after he had communicated his internal 
feelings towards a person. It became obvious that he feared of another rejection from 
me, and in order to avoid such an ‘unpleasant’ situation, he chose, at least initially, to 
keep a ‘safe’ distance from me. Of course, this information was first of all accepted 
with interest and understanding, and then communicated back to him in order for him 
to increase his own understanding of his situation. Indeed, Mr R. gradually begun to 
increase his awareness of his present situation and gain a broader insight into the nature 
and origins of his difficulties.
CONCLUSION
In this essay I presented Kahn’s work on the therapeutic relationship. Kahn is moving 
towards an integration of two different schools of psychotherapy, the psychoanalytic 
and the humanistic one. He draws his attention to four major theorists from these 
theoretical schools, Freud, Rogers, Gill and Kohut. His model consists of elements 
from all of them, with the view that therapists should be flexible in combining different 
aspects from the two most influential traditions in psychotherapy: from one hand the 
humanistic concern for a warm and empathic clinical relationship and from the other 
hand the psychoanalytic interest in bringing to the surface the unconscious aspects of 
this relationship. The reconciliation of these previously competing traditions seems to 
open new possibilities for the way therapists relate (or should relate) to their clients.
I have illustrated how these suggestions have proved to be useful in my own practice, 
as I strongly feel that the kind of the therapeutic relationship that is developed between 
a therapist and a client should not be limited by any particular theoretical restrictions. 
On the contrary, I think that therapists must develop their own way of working, a way 
that would fit their personality and reflect their accumulating experience. If  we consider 
that everybody has to start from somewhere, then Kahn’s proposals seem to provide a 
very good starting place towards this direction.
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“In Cognitive Therapy, Therapeutic Change is not Dependent Upon the 
Therapeutic System of Delivery But On the Active Components Which 
Directly Challenge the Client’s Faulty Appraisals. Discuss.”
INTRODUCTION
The cognitive-behavioural approach is based on the theoretical rationale that the way 
people feel and behave is basically determined by the way they perceive and 
subsequently structure their experience. The basic theory of cognitive therapy holds 
that in order to understand the nature of an emotional disturbance, it is necessary to 
focus on the cognitive content of the individual’s reaction to the upsetting event or 
course of thoughts (DeRubeis & Beck, 1988). Cognitive therapy perceives the roots of 
the psychological problems to be in processes such as faulty thinking, making 
incorrect inferences on the basis of inadequate or inaccurate information, and failing to 
distinguish between fantasy and reality (Dattilio & Freeman, 1992).
In that sense Beck (1970), who has certainly made the major contribution toward 
spreading the concept of ‘cognitive therapy’, suggests that as cognitive therapy can be 
regarded any technique whose major mode of action is the modification of these faulty 
patterns of thinking, thus encompassing all therapeutic interventions which indirectly 
affect thought processes.
Cognitive-behavioural therapy derives from a tradition that has been known for 
emphasising techniques for which the therapeutic relationship was almost a neglected 
aspect and was considered to be a non-specific factor. This is often a criticism towards 
cognitive-behavioural therapy, especially from other therapeutic approaches (i.e. the 
humanistic and psychodynamic traditions) who have considered the therapeutic 
relationship to be of the utmost importance. These schools have argued that cognitive- 
behavioural therapy has been a very ‘contrived’ model, concerned only with the 
development and implementation of techniques for testing hypotheses about 
dysfunctional beliefs.
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However, it has become increasingly apparent within the field of cognitive- 
behavioural therapy, that focusing on just the technical aspects of the therapeutic 
process implied a self-imposed limitation of the heuristic value of the theoretical 
model (Schaap et al., 1993). It was thus recognised that behaviour can be influenced 
by interpersonal factors as well as techniques and gradually researchers as well as 
practitioners within this model begun to ascribe greater significance to the therapeutic 
relationship in order to understand better the therapeutic process itself.
This essay will aim to address the issues mentioned above and provide an opportunity 
for a better understanding of the conceptualisation of the therapeutic relationship as 
well as its interplay with the implementation of the technical aspects, within the 
specific context of cognitive-behavioural therapy.
HISTORICAL ASPECTS
In the early behavioural tradition the importance of the therapeutic relationship 
relative to conditioning principles was completely de-emphasised. There was the 
assumption that because the efficacy of behavioural treatments was attributable to 
principles of conditioning that were derived from laboratory research, the therapeutic 
relationship was relatively of no significance. By programming the appropriate 
learning contingencies, clients could be helped to unlearn maladaptive behaviours by 
replacing them with adaptive behaviours (Safran & Segal, 1990). To a large degree 
behavioural therapy is based on the assumption that a reorganisation of one’s self­
statements will result in a corresponding reorganisation of one’s behaviour. 
Meichenbaum (1977) argues that within a leaming-theory context the client’s 
cognitions can be seen as explicit behaviours that can be modified in their own right, 
just as are overt behaviours that can be directly observed. Thus, the behavioural 
techniques that had been used to modify overt behaviours, such as operant 
conditioning, modelling and behavioural rehearsal, can also be applied to the more 
covert and subjective processes of thinking.
Thus, traditionally the task of cognitive therapy was seen the resolution of the client’s 
problems, as far as possible, using the tools of cognitive-behavioural therapy rather
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than using the therapeutic relationship as such. In that sense, cognitive-behavioural 
therapy is by nature either explicitly or implicitly educative.
It involves the explication of the therapeutic model to the client as well as the 
explication of the rationale for any interventions that are undertaken. Directly related 
to this educative process often seen in cognitive-behavioural therapy is the implicit 
goal that many cognitive-behavioural therapists set, which is that the client will not 
only overcome the presenting problem during the course of therapy, but that he/she 
will also learn something about the process of therapy; this is done with the scope that 
the client will have acquired the skills to deal with their problems, in the event that 
they re-occur (DeRubeis & Beck, 1988). This view is in contrast with the view of 
other theoretical approaches such as psychoanalysis, within which the relationship 
between client and therapist is of the utmost importance. Schaap et al., (1993) point 
out that the psychoanalytic process may be described as an interaction between client 
and therapist that results in structural changes within the client’s psychological make­
up. In order for this change to take place, a working alliance between the two parties 
has to be established, an alliance which is relatively non-neurotic and rational.
However, in cognitive-behavioural therapy, a good relationship had to be in place in 
order for the therapeutic work to be done, and it was seen as necessary but not 
sufficient for therapeutic change. Rather, the technical aspects of therapy have been 
seen to be the active ingredients which enable change (Beck et al., 1979). As Mahoney 
(1991) points out, a primary goal of cognitive therapy has been to provide 
symptomatic relief by helping clients to become aware of and challenge their negative 
automatic thoughts and imagery.
Furthermore, it was (and still it is) believed that in order for change to be enduring, 
there also had to be a focus, especially in later stages of therapy, on restructuring the 
dysfunctional attitudes and belief systems that are responsible for the automatic 
thoughts (Mahoney, 1991). In doing so, the ‘successful’ application of different 
therapeutic techniques was the main focus in therapy, whereas the therapeutic 
relationship was regarded as a by-product of the actual therapeutic process.
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THE THERAPEUTIC RELATIONSHIP IN COGNITIVE THERAPY
Although the underestimating view of the therapeutic relationship from cognitive 
therapy, more attention is recently being paid to the ways in which it can be used as an 
active ingredient within the therapeutic process.
Many theorists have suggested that more ‘general factors’, such as the quality of the 
therapeutic relationship, may play a more significant role in clinical improvement than 
do the specific factors that are unique to each type of treatment, such as the techniques 
in cognitive therapy (Luborsky et al., 1988; Bums & Hoeksema, 1992). Beck and his 
colleagues was one of the first within the field of cognitive therapy to emphasise the 
importance of ‘collaborative empiricism’, the need for therapists to establish 
collaborative relationships with their clients to help them discover inside them those 
perceptions that are inconsistent with reality. In order to develop a good therapeutic 
collaboration, according to Beck, the therapists should be genuinely warm, empathic, 
open and concerned, and not play the role of the expert. Rather, they should be 
working together to set therapeutic goals and determine priorities (Beck et al., 1985) 
At this point we should draw our attention to the similarities that these therapist’s 
characteristics have, to the core conditions of the person-centered approach. However, 
although it seems that this theoretical position shares a common ground with other 
psychotherapies, its distinguishing difference lies in the end result, which in cognitive 
therapy is the cognitive change, that is the change of belief systems and dysfunctional 
thinking.
The position that techniques are most effectively applied in the context of a 
therapeutic collaboration between client and therapist are consistent with the 
theoretical assumptions that 1) people’s internal communication is accessible to 
introspection, 2) clients’ beliefs have highly personal meanings, and 3) these meanings 
can be discovered within the client rather than be taught by the therapist (Dattilio & 
Freeman, 1992).
Moreover, the therapeutic relationship can be an arena in which the client may engage 
in a variety of schema-driven behaviours, which in turn can be observed and explored
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in vivo. Therefore, what happens in the therapeutic relationship is very likely to reflect 
the client’s psychological make-up and the way he/she interacts and relates to the 
outside world. This might be particularly true for clients with personality disorders, 
whose core difficulties are interpersonal in nature.
In addition to exploration of the client’s relationships outside of therapy, the 
therapeutic relationship can be utilised to provide important understanding of and help 
modifying interpersonal schemata and behaviours. Safran and Segal (1990) suggest 
that therapists pay particular attention to their own feelings and tendencies towards the 
clients, in order to understand better the complementary interpersonal behaviour of 
others that may maintain the maladaptive schema of the client. The authors stress that 
the therapist task then is to ‘unhook’ him/herself from this interaction, to communicate 
his/her own feelings, and help the client explore the thoughts and feelings he/she 
experienced during the interaction. One particular turning point in the therapeutic 
relationship that is very useful for such an exploration is what they call an alliance 
rupture, in which clients seem to have some negative feelings about the therapy and 
resist to comply to the therapeutic agenda. In other words, possible difficulties in the 
therapeutic relationship may provide the therapist with useful hypotheses about the 
client’s maladaptive ‘cognitive-interpersonal cycle’ (Safran & Segal, 1990).
Liotti (1991) has suggested that the therapeutic relationship can also be viewed 
helpfully in terms of the attachment theory (Bowlby, 1977), according to which all 
individuals have an inherent need to attach themselves to significant others. The 
theory also suggests that patterns of attachment behaviour are influenced by the 
responses of those significant others to the infant and form the basis of the 
interpersonal schemata which in turn influence the individual’s relationships later in 
life. According to Liotti (1991) these attachment behaviour patterns will be activated 
in situations in which the individual feels vulnerable and seeks help, as it happens in 
the therapeutic relationship. It is therefore very important for the therapist to 
understand these behaviour patterns when they occur in therapy, and to help the client 
make sense of them, rather than generating greater resistance by confronting the 
client’s maladaptive behaviour.
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EMPIRICAL EVIDENCE
Mirroring this growing conceptual interest in the therapeutic relationship, there has 
been an expanding body of empirical evidence suggesting that the specific techniques 
associated with specific types of therapy are less important than therapy non-specific 
factors such as positive qualities of the therapeutic relationship. Orlinsky and Howard 
(1986), for example, in a comprehensive review of the research relating psychotherapy 
process variables to psychotherapy outcome, found that up to 80% of research relevant 
to the predictive value of the therapeutic relationship has produced significantly 
positive results.
Along this line of thought are the empirical findings which demonstrate that clients 
perceive the therapeutic relationship as crucial, even if the therapists do not. Sloane et 
al., (1977) found that successful clients in cognitive-behaviour therapy found the 
personal interaction with the therapist to be the most important part of their treatment.
However, it should be noted that these findings are open to criticism, since it can be 
argued that clients’ positive perception of the relationship could have been reinforced 
by the actual fact of their improvement. In other words, it is not clear whether clients 
perceived their interaction with their therapist as the most important element in 
therapy just because they felt better. Maybe a study exploring the same variable in 
‘non-successful’ clients would shed more light into this issue.
Nevertheless, Ford (1978), after examining the relationship between cognitive- 
behaviour therapists’ behaviour and the clients’ perception of the therapeutic 
relationship, found that a non-verbal style, characterised by warmth, sincerity, 
relaxation and emotional responsiveness, corresponded with positive client ratings. 
Furthermore, the clients’ perception of therapists’ behaviour was found to be a good 
predictor of outcome. Rabavilas et al., (1979) asked phobic and obsessive-compulsive 
clients, who were treated using exposure in vivo, to judge their therapists on 16 
variables regarding their style of treatment. Respect, understanding and interest were 
positively and significantly related to client outcome, as were the style variables
18
encouragement, challenge and explicitness. Similar findings are reported by Hoogduin 
and Duivenvoorden (1988) who studied 60 clients suffering from obsessive- 
compulsive disorder. In this study, a significant correlation was found between 
outcome and the quality of the therapeutic relationship.
The empirical evidence has thus been following the growing interest in the 
conceptualisation of the therapeutic relationship and has been consistent in implying 
the therapeutic interaction as a very important aspect in the process of change. The 
discussion will now turn to the philosophical underpinnings of the conceptual 
transformation of the therapeutic relationship that has characterised cognitive therapy 
over the recent years.
CONSTRUCTIVISM VERSUS RATIONALISM
As discussed earlier, cognitive therapy has in recent years increasingly viewed the 
therapeutic relationship as a specific factor in therapy, and not as a ‘helping tool’ in 
applying the different techniques (Luborsky et al., 1988; Bums & Hoeksema, 1992).
In other words, it has emphasised more the subjective framework and interpretations 
of the client than the objective bases of faulty beliefs. This view is very much 
influenced by the constructivist approach, which provides a philosophical context in 
which therapy is perceived to be more than prescribing a set of techniques. At the core 
of constructivist theory is a view of people as active agents who are able to derive 
meaning out of their experiential world. Thus, it is argued that the process of change 
can be facilitated, without being directed, by the therapist (Corey, 1996).
Carmin and Dowd (1988) point out that constructivism is based on the assumption 
that individuals are active creators of their own reality. Although they agree that 
people gather sensory information which they process cognitively, they stress that 
individuals are far from passive elements in this process. Rather, it is believed that 
they are active constmctors of a model of reality, which is increasingly elaborated over 
time.
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Constructivist approaches to psychotherapy, and especially to cognitive therapy are 
increasingly common (Guidano, 1991; Neimeyer, 1993; Neimeyer & Mahoney, 1995), 
although they have only recently been so labelled. Their differentiation from 
traditional cognitive psychotherapies, and more specifically from the rationalist 
approach that was adopted by these therapies, has indeed created one of the major 
conceptual debates in the field, as Safran & Segal (1990) note. The debate focuses on 
whether a meaningful contrast can be drawn between rationalist and constructivist 
cognitive therapies (Mahoney & Lyddon, 1988). The rationalist thought is said to be 
characterised by the assumptions that a) irrationality is the primary source of neurotic 
psychopathology, b) explicit beliefs and logical reasoning can easily overpower and 
guide emotions and behavioural actions and c) the core process in effective 
psychotherapy is the substitution of rational for irrational thinking patterns. The 
rational-emotive therapy of Ellis (1962) is thought to be illustrative of this perspective.
Rationalist and constructivist approaches have major differences in the way they 
conceptualise the therapeutic relationship, too. For the former, a professional helping 
relationship is one that entails the delivery of technical instruction and guidance. What 
is delivered in rational therapy is knowledge and information, along with skills in their 
use (Schaap et al, 1993). It seems then that the human relationship between the two 
parties of this exchange is rather of minor importance. Indeed, Ellis (1962) for 
example, did not place any significance on personal warmth and empathic 
understanding on the assumption that too much warmth and understanding can be 
counterproductive in therapy by reinforcing a sense of dependence for approval from 
the therapist (Corey, 1996). On the other hand, constructivist therapies view the 
helping relationship as a critically important and unique social exchange, which, when 
it works, helps to establish a safe and supportive context (Schaap et al, 1993).
However, it has been argued that the constructivist paradigm has major limitations as a 
model of cognitive change (Carmin and Dowd, 1988). These are basically related to 
the self-reflexive nature of constructivist thinking. Because its basic process is circular 
in nature rather than linear, there is a fundamental inability either to postulate a first 
cause or to arrive at a final meaning. It is said that such thinking can be extremely
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unsettling to the human mind as it implies that life can be lived without hope of 
ultimate meaning. In other words, what would be the purpose to commit oneself to a 
held belief if in the final analysis everything is simply a construction of one’s own 
mind, and in that sense, neither better or worse than anyone else’s construction? 
Nevertheless, future research and clinical evidence will prove the usefulness and 
value of this (and other) paradigms within the cognitive field.
CONCLUSION
This essay has attempted to address the concept of the therapeutic relationship and 
more specifically its conceptualisation within the field of cognitive therapy. There has 
been a tendency in the cognitive behavioural literature to consider the therapeutic 
relationship less significant than other, more specific factors in therapy, such as the 
techniques (Meichenbaum, 1977; Beck et al., 1979; DeRubeis, & Beck, 1988). 
However, it seems that recently cognitive therapy has emphasised the dynamic 
interaction between the individual and his/her environment as a means of facilitating 
change (Luborsky et al., 1988; Bums & Hoeksema, 1992). Concepts such as 
transference and countertransference are far from neglected, but are used as valuable 
aids to conceptualisation as well as to therapeutic change. In that sense, the current 
theoretical models of cognitive behavioural therapy have begun to consider the 
interpersonal aspects of therapy as an important factor of the process of change. The 
therapeutic relationship is used in a more explicit and collaborative way, and whilst 
not necessarily the main focus of therapy, can be actively used in the service of 
therapy. As a result, the relationship between client and therapist is now perceived not 
as a pre-condition for the successful implementation of the cognitive techniques but as 
an active ingredient of therapy.
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TRANSACTIONAL ANALYSIS AS AN INTEGRATIVE APPROA CH
Given the fact that outcome research studies show little if any differential 
effectiveness related to theory, the debates, competitions and differentiations between 
different approaches seem less and less realistic or relevant to the needs of clients. 
Furthermore, the lack of sound evidence of differential effectiveness and the studies 
which indicate a common factor such as the therapeutic relationship point in the 
direction of integration rather than exclusive or dogmatic adherence to any one ‘pure 
form’ of intervention (Clarkson, 1998).
One approach that claims to adhere to the integrative tendency of theory and practice 
is Transactional Analysis, founded by Berne (1961), a psychoanalytically trained 
psychiatrist, who presented his ideas in the late 50’s in California.
The definition of Transactional Analysis (TA) by the International Transactional 
Analysis Association suggests that: “Transactional analysis is a theory of personality 
and a systematic psychotherapy for personal growth and personal change” (Stewart & 
Jones, 1987, p. 134). Lapworth et al. (1993) state that TA is a way of looking at what 
goes on between people and inside people in order to assist them achieve change. The 
transactional aspect is a two-way communication, an exchange, a transaction. This can 
include spoken words, expressed feelings, physical behaviours, shared thoughts, stated 
opinions or beliefs and so on. Although a detailed presentation of the principles and 
philosophy of TA is beyond the scope of this essay, it would be useful to mention the 
basic theoretical foundations of this approach.
Transactional Analysis may be divided in four areas: a) Structural and Functional 
Analysis (the analysis of individual personality), b) Transactional Analysis (the 
analysis of how people interact), c) Game Analysis (the analysis of ulterior 
transactions leading to a payoff) and d) Script Analysis (the analysis of specific life 
dramas that individuals compulsively play out in their lives) (Stewart & Joines, 1987). 
Maybe one of Berne’s (1962) major contributions to psychological theory and 
practice was the development of his three-part model of individuals’ psychological
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reality, the three Ego States.
The Child ego state contains our feelings. When we are bom we have only our Child. 
When we are in that state we cry when we are miserable, we laugh when we are 
happy. We are all the things a baby is-demanding, self-centred, loving, spontaneous, 
honest, uninhibited.
The Adult ego state is our storehouse of facts and skills gained from the objective 
environment. It contains no feelings. Its formation begins in our early months of life 
with our first awareness of the separateness of our own bodies from the rest of the 
world. It has become a clearly differentiated ego state by some time between the first 
and third year of age.
The Parent ego state contains our taught concepts of life, the values and 
generalisations given us by our parents and other significant people in our lives. When 
we are in our Parent ego state we are usually behaving like one of our parents did or in 
accordance with precepts they taught us when young, although this state is capable of 
change and growth throughout our lives. Our parent state is formed between the ages 
of three and six.
Another basic notion in TA is the idea of ‘strokes’. Beme (1961) believed that people 
need other people and that through our lives, in one way or another, this need and 
research continues. He used the terms recognition-hunger and stimulus-hunger to 
describe our need for such contact. He used the term ‘stroke’ to describe the contact 
itself, defining it as ‘a unit of recognition’ or ‘any act implying recognition of 
another’s presence’).. In that sense, then, all transactions are by definition, exchanges 
of strokes.
Furthermore, Beme pointed out that early in our lives we make decisions as to how 
our life will be in the future, based on our perception and experience of life at that 
particular time. He termed this life-story ‘script’. The script is a personal life plan 
developed mainly before the age of seven under parental, familial, social, cultural and 
religious pressure. It pervades and determines the most important aspects of a person’s 
life. The script, according to Beme, is written in early childhood, rehearsed and
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revised in later childhood and performed in adulthood, in the form of a game (Beme, 
1961).
Steiner (1974) stresses that a game is a behavioural sequence which is an orderly 
series of transactions with a beginning and an end, contains an ulterior motive, in other 
words a psychological level which is different from the social level, and results in a 
payoff for both players. Games contain our script beliefs and expectations in their 
purest form. Every time we play a game, we reinforce some limiting belief about 
ourselves, others and the world and thus fulfil our scripts. This process can be painful 
at times, but has the advantage of being familiar and true to our earliest solutions to 
the problem of making sense of our self and the world (Lapworth et al., 1993).
As far as the integrative qualities of TA is concerned, it can be argued that within its 
theoretical model it embraces the three main streams of psychology: the 
psychoanalytic, the behavioural and the humanistic/existential.
As mentioned earlier, Beme was originally trained as a psychoanalytic psychiatrist. 
Klein (1980) mentions that in his own creative blend, Beme certainly knew he was 
using many of the ingredients of psychoanalysis, and he repeatedly praised Freud for 
his original foundations for understanding human nature. To illustrate this further, we 
have to look at the similarities of Berne’s ego-state model of personality to Freud’s 
model of three ‘psychic agencies’: superego, ego and id. It is very obvious that the 
Parent state looks like the judgmental superego, which observes, orders and corrects 
our behaviours. The Adult state is similar to Freud’s Ego, the reality-testing agency. 
Lastly, the Child resembles the id, our uncensored instincts and drives.
However, the two models should not be seen as the same thing. Their major difference 
is that Berne’s ego states are each defined in terms of observable behavioural clues, 
whereas the superego, ego and id are theoretical concepts (Stewart & Joines, 1987). In 
other words, we can’t judge by observation whether a person is in his/her ‘superego’, 
but we can recognise if someone is in his/her Parent ego state.
Furthermore, although Beme mentioned him less than Freud, he also acknowledged 
his influence from Jungian’s ‘analytic psychology’, especially in his widespread
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reference to myths and fairy-tales throughout his writings. (Klein, 1980).
Another fundamental psychoanalytic concept which is incorporated in TA is 
transference. Beme conceptualised scripts in terms of the transference phenomena. In 
his words: “(Scripts)...are derivatives, or more precisely, adaptations of infantile 
reactions and experiences. But a script does not deal with a mere transference reaction 
or a transference situation; it is an attempt to repeat in derivative form a whole 
transference drama, often split up into acts...” (Beme, 1961, p. 116). Clarkson (1998) 
indicates that in TA, transference may be allowed, invited, resolved temporarily 
interrupted, avoided or minimised, depending on the diagnosis of the client and his/her 
needs and the nature of the psychotherapeutic contract. In that sense, the transactional 
analyst is always dealing with the transferential encodement of the individual’s life 
drama as they work with their script.
Additionally, although not explicitly recognised, TA is very much linked with 
Skinner’s operant conditioning theory. Klein (1980) points out the similarities of the 
two approaches very clearly: “Skinner’s central position is that (whatever our core 
ontology) the patterns of our behaviour (overt manifestations of script) are learnt and 
maintained through being reinforced {stroked) by rewards {positive strokes) or 
punishment {negative strokes). Punishment {negative strokes) only inhibits 
undesirable {not OK) behaviour while the punishment is actually being inflicted. {Not 
OK) patterns of behaviour {games) are only eliminated when they are systematically 
ignored (neither positively nor negatively stroked) over an extended period of time 
(which is the central behavioural tenet of TA therapy)” (p. 113). In other words, our 
hunger for strokes influences the way we adapt to the perceived wishes of others in 
terms of the feelings we feel or show, the thoughts we have, the beliefs we hold, and 
the behaviours we exhibit. It is said that this adaptation will be based particularly upon 
our experience of our parents when we were very young and how they responded to 
this hunger for strokes (Lapworth et al., 1993).
The humanistic/existential component of TA lies in the basic philosophical 
underpinnings of this approach. Lapworth et al. (1993) indicate that Transactional 
Analysis believes that people are basically bom OK, that people with emotional
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difficulties are nevertheless full human beings and that all emotional difficulties are 
curable, given adequate knowledge, insight and resources. These beliefs imply that all 
human beings have a fundamental worth and as such should be valued and respected. 
Additionally, they encourage us to see beneath a person’s behaviour and value that 
person’s humanity. This notion reminds us of one of the core positions in humanistic 
counselling, namely the ‘unconditional positive regard’, described by Rogers (1961). 
Thus the position of I’m OK-You’re OK is central in TA, as it implies that our core 
selves are loveable and creative, and that our intentions are positive and constructive, 
even when our behaviour are undesirable and destructive.
In order to illustrate better the integrative nature of TA, I will refer to its theoretical 
and practical considerations of addiction, which happens to be the area of my 
therapeutic work this year. Steiner (1974) holds that people are trained (behavioural 
component), from early in life, to disregard their bodily sensations and messages, 
whether pleasant or unpleasant. People then learn to self-medicate their unpleasant 
bodily sensations whenever possible or passively tolerate them whenever there is no 
medication which could affect them. On the other hand, pleasant bodily sensations are 
not fostered, and parents very often prevent their children to experience the joy of a 
full bodily sensation. The result is that people are disconnected from their bodily 
sensations, their bodies are split off from their centres, they have lost touch with their 
physical selves and are joyless (psychoanalytic component). The extreme of this 
alienation from the body is drug addiction. Additionally, people are out of touch with 
their feelings, either good or bad. They become incapable of feeling love, hate, 
ecstasy, and live in their heads, disconnected from the rest of their bodies.
A clinical example from my practice may illustrate this point further. Mr E., a 40 year 
old man, referred himself to the Addiction Service due to his perceived dependency on 
his antidepressant medication. He reported that he was initially prescribed medication 
at the age of 17, when he was facing some difficulties with school and added that he 
has continued to take medication since that time. He told me that his medication 
makes him feel “numb” and that he is no longer able to enjoy his normal daily 
activities. He stated that he is not experiencing any feelings at the moment and that he
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is unable to “either laugh or cry”. Mr E. described his parents to be very 
“authoritarian”, and added that his mother used to be physically aggressive towards 
him when he was younger. He also said that both his parents were quite “distant” and 
poor in emotional expressiveness and that he felt as if he was never valued by them. 
During the therapy sessions it became apparent that Mr E’s relationship with his 
parents and more specifically his sense of unlovability and emotional rejection from 
them had precipitated feelings of depression and lowered self esteem. Mr E. gradually 
developed a dependency on his medication which was reinforced by his belief that he 
would not be able to deal with his emotional difficulties without its aid. However, the 
increased as well as chronic use of his medication had resulted in the blockage of any 
emotions, and thus had deprived him from living a more full and complete life.
The script in that case is a Joyless script, which is based on specific injunctions and 
attributions which are laid down by parents on their children. According to TA, most 
pathology in adult life is only a reflection of pathology in the relationship between the 
child and his or her caretakers (Blackstone, 1993). TA believes that people can work 
through those early childhood injunctions and attributions that affect their loving 
capacities, their capability to experience their bodies fully, their ability to experience 
and control the world and their potential to free themselves of this (and possible 
others) oppressive scripts (humanistic/existential component). A possible therapeutic 
work with Mr E within this approach would involve training in communicating with 
different ego states as well as analysis of different transactions in his life. While much 
attention would be placed in working with the child ego state in order to encourage 
and aid Mr E through here-and-now empathic relation to facilitate the achievement of 
object constancy, the goal of therapy would revolve around an integrated ego structure 
in which he would integrate this state to his Parent-Adult structure. In that way, it 
would be hoped that Mr E would start considering other ways of looking at and 
subsequently coping with his unpleasant feelings.
TA thus provides an integrated and coherent perspective of human behaviour, by 
giving emphasis to the achievement of insight, by understanding the nature and origins 
of difficulties, as well as reinforcing the active process of change, by assisting people 
to reconsider their decisions and act upon the new ones.
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“Ethical Issues to Working with Suicidal Clients”
INTRODUCTION
Suicide is a relatively common occurrence. It is stressed that in USA there are 30 000 
certified suicides each year; many other probable suicides are not classed as such, 
either because the exact circumstances of the death are insufficiently clear to justify a 
formal declaration of suicide, or in order to protect the feelings and legal interests of 
the surviving family members (Beauchamp & Childress, 1994). Bongar (1992) 
mentions that suicide is one of the major causes of death, accounting for 1% of all 
deaths annually. He points out that in 1990, a total of 4,485 people killed themselves 
in England, Wales and Scotland. That is 86 people each week, 12 people every day, or 
one person every two hours. This represents an increase of 6% over the figure of 1989. 
These statistical figures show explicitly that we are dealing with an issue on which 
particular attention needs to be placed.
In addition, there is what is known as ‘attempted suicide’. The prevailing view for 
many decades was that attempted suicide was a kind of unsuccessful suicidal act, 
perhaps quantitatively different, but basically displaying the same behaviour as suicide 
(Gibbs, 1968). Today, this term is used in referring to three different occasions: a) 
occasions when a person has intentionally self harmed in a way that could have led to 
death but was unsure whether he/she wished to die, b) occasions where an individual 
has aimed to create the illusion that he/she intended to die but he/she actually wanted 
to live, and c) occasions where an individual’s brush with death was accidental 
(Fairbaim, 1995).
In the clinical practice of counselling psychology and psychotherapy, therapists are 
likely to encounter at some point in their career clients who have tried, or will try to 
end their own lives. A solution to this impasse requires a number of fundamental 
questions to be answered concerning the morality of suicide, its relation to mental 
illness etc. Indeed, such an encounter it is possible to evoke a variety of moral 
conflicts to the therapist; this essay is aimed to explore the ethical issues that are 
raised to working with suicidal clients.
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ETHICAL ISSUES
Is suicide a mental illness?
The way we think about self harm and suicide are influenced by a number of factors 
such as the religious and cultural context in which we have been raised. For example, 
for a Catholic person, killing oneself would be considered a mortal sin; on the other 
hand, for a traditionally raised Japanese person, self killing is almost required in 
certain circumstances.
In western culture the medical profession occupies a position of considerable 
importance. Physicians were, and still are, regarded as authority figures by their 
patients. Fairbaim (1995) stresses that the influence of medicine is largely responsible 
for the most common belief about suicide - that anyone who kills or attempts to kill 
himself is psychologically disturbed, because no one who was psychologically stable 
could want to end his/her life. He points out that those people who have ended their 
lives or seem to want to do so are also assumed to be severely depressed in the sense 
of being mentally ill, rather than for example being severely unhappy. This idea is 
sufficiently well established within the medical community to be considered the 
orthodox medical view. Indeed, even psychiatry, which is often expected to have a 
broader understanding of the variety of human acts, is dominated by this orthodox 
medical view so that most psychiatrists believe that suicidal behaviour is always, or 
almost always, the result of maladaptive attitudes which have their grounds to some 
type of mental illness (Fairbaim, 1995).
However, although this view is generally accepted, there are scientists who are 
opposing to it; for example, Mitchell (1971) considers that the commonly held 
assumption that everyone who shows a suicidal tendency is for that reason mentally 
ill, is not by definition true, because as he thinks suicidal behaviour can be more a 
measure of distress and despair than of mental disorder. In a similar way, Curran 
(1980) suggests that it is possible that people who commit suicide suffer from no true 
psychiatric illness, but may have been in chronic pain, lonely, seeing no hope for 
improvement of their predicament, and decide that on balance they might as well be
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dead. Szasz (1971) does not even accept the concept of mental illness and thinks that 
viewing suicide or attempted suicide as indicative of mental illness is erroneous. He 
argues that suicide is a product of choice by an agent, not a symptom or a 
psychological disturbance of the individual, and that such a choice must be respected 
by all health professionals and other people who might want to intervene in suicide 
(e.g. police).
The Morality of Suicide
The discussion concerning the morality of suicide involves very contrasting ideas; on 
one hand, there is a whole set of opposing arguments which is based on the view that 
suicide is an offence against society (Fairbaim, 1995). This can be explained in a 
variety of ways; it may mean that every individual has certain obligations to others 
which override any desire that he/she may have to end his/her life. It also may mean 
that people belong to something greater that themselves called Society, that their 
existence in some sense reinforces the existence of Society, and that only Society has 
the right to dispose of the lives of its members. Another strong argument against 
suicide is that it would cause injury to others. Indeed, the fact that people ought to 
consider others as well as themselves in their actions is a fundamental principle of 
morality. However, who these ‘others’ are, the extent of their demands on the suicidal 
individuals and the nature of the harm that suicide might cause to them, are all issues 
open to debate. Along this line of thought is Ringel’s (1980) view concerning the 
question of whether suicide can be an autonomous, rational intention. He argues that a 
desire for suicide is by definition an irrational desire and probably an indication of 
some sort of psychopathology because nobody who can reason rationally would 
choose to die.
In contrast to this standpoint, there is a growing appreciation that there is such thing as 
rational suicide (Heyd & Bloch, 1991). Accordingly, the authors stress that we have to 
ask whether or not it is possible for a person to make a rational choice for ending 
his/her life, and therefore act autonomously in his/her action.
Fairbaim (1995) points out that the question of rationality is closely bound up with the
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question of understanding. He believes that a minimal awareness of what death might 
mean and of its irreversible nature is necessary before someone could wish and intend 
to achieve that state and thus be capable of suicide. It seems then that for Fairbaim it is 
very vital to consider the extent to which the suicidal person was aware of what he/she 
was doing. Windt (1981) considers the following features in defining a ‘rational’ 
suicide: “a) that death was caused by the actions of the deceased, b) that the deceased 
wanted or wished death, c) that the deceased intended, chose, decided or willed to die, 
d) that the deceased knew that death would result from his/her actions or behaviour, 
and e) that the deceased was responsible for his/her death” (p. 41).
Treatment
As mentioned in the beginning, the therapeutic encounter with a suicidal individual 
presents a variety of ethical issues for the therapist, issues which may to a great extent 
influence the course of action and the nature of intervention they might undertake.
Sim (1997) points out the emotional and psychological impact that suicide may have 
on the involved therapist, which in turn may trigger a variety of responses from his/her 
part: a) the therapist may feel an intense concern for the suicidal client, and undergo 
great distress and anguish b) the therapist may experience a strong desire to help the 
individual, but may find that his/her help is not wanted or, whether desired or not, is 
ineffective in changing the client’s predicament; this may also result in feelings of 
inadequacy, failure and guilt, and c) the therapist may have strong religious or moral 
objections to the idea of suicide and therefore find it hard to empathise with the client; 
in that case a sense of moral disapproval may displace empathy and understanding.
Wekstein (1979) stresses that the treatment of an individual who manifests moderate 
to high lethality presents a crisis situation for both the therapist and the client. He 
argues that every therapist must establish some guidelines in dealing with such a 
situation, since as he believes, inadequate evaluation or mishandling may lead to a 
fatal outcome. For him, the establishment of a therapeutic alliance from the beginning 
of therapy, is imperative, since this represents a commitment from the client. He states
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that both the therapist and the client have to accept basic provisions of trust and agree 
to live up to their respective commitments. On the one hand the client must be in a 
state of mind where he/she can give evidence that he/she will contact the therapist 
immediately if any suicidal ideation occurs. On the other hand the therapist, according 
to Wekstein, must agree to be available to speak to the client and even to see him/her 
if an emergency situation arises. Indeed, he makes this point very clear by mentioning 
that answering a call immediately rather than returning it a few hours later can mean 
the difference between survival and death.
The same author indicates that therapists should not hesitate to make use of other 
available resources (e.g. client’s surrounding environment) to help themselves deal 
with such a situation. He suggests that when the therapist becomes aware of the 
suicidal intent in his/her client, he/she needs to communicate the dangers to other 
people who can collaborate and who are willing even to actively intervene in a 
suicide-preventing effort. However, he recognises that it may not be possible even for 
an experienced therapist to gather sufficient data in the early sessions, particularly if 
the client is psychotic, suffering from organic brain disease or has been misusing 
drugs. It should be noted here that, as Sim (1997) mentions, health professionals have 
to consider very carefully whom they are most concerned about. He says that it is 
reasonable to argue that their priority is to further the interests of the client, and that 
while the interests of the surrounding environment of the suicidal client (e.g. relatives) 
should also be promoted as far as possible, these must take second place.
Indeed, if we accept the argument that a person’s life cannot be ended only to satisfy 
the wishes of others, it seems equally clear that we cannot use the wishes and desires 
of others to prolong the life of somebody who no longer wishes to live.
However, in thinking about how one might react in situations where one is confronted 
with what appears to be a suicidal behaviour, two questions arise: a) when is it morally 
correct to intervene in another’s attempt to end his/her life and b) when is it morally 
correct not to intervene in another’s attempt to put an end in his/her life? Fairbaim 
(1995) postulates that intervention in suicidal acts is most commonly justified by 
referring to the autonomy of the suicidal person. For example, it is believed that
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intervention is justified in cases where the individual is unable to act autonomously 
because either he/she has not developed the capacity for autonomy, or has lost it to 
some extent, or something is interfering with his/her ability to exercise his/her 
capacity for autonomous action. According to Fairbaim it is because autonomy is 
commonly thought to be centrally important to being a human person, that 
intervention may also be thought to be justifiable in cases of suicidal actions where the 
actor’s autonomy is threatened.
Nevertheless, it should be mentioned here that the criteria in defining what constitutes 
a ‘threatened autonomy’ are quite debatable, since they may be influenced by one’s 
personal values and moral systems.
Szasz (1971) adopts an even more liberal position on this matter; in an effort to 
explain the profound antisuicidal attitude of the vast majority of health professionals, 
he argues that the therapists seem to perceive suicide as a threat, not just to the 
suicidal person’s well-being but to their own value system. He sees the interaction 
between therapist and client as a struggle for power; however, he believes that the 
client is at least honest about what he/she wants: to gain control over his/her life by 
being the agent of his/her own death. On the other hand, Szasz stresses that the suicide 
preventing therapist is completely dishonest about what he/she wants: he/she claims 
that he/she only wants to help his/her client, while actually he/she wants to gain 
control over the client’s life in order to save him/herself from having to confront 
his/her doubts about the value of his/her own life.
It would seem that this view, although radical in its conception, may also explain the 
personal frustration that therapists often experience, when they are confronted with a 
successful suicidal act of their clients.
Another important question raised at this point is when confidentiality should be 
breached? Siegel (1976) feels very strongly that confidentiality should not be 
breached under any conditions. He believes that therapists cannot make judgements 
about when it is proper to violate an individual’s revelations or confessions. Moreover, 
he does not consider the role of the suicidal client’s family to be important in 
preventing him/her from his/her lethal behaviour. It seems though that this view
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undervalues the utilisation of significant others and the fact that very often their 
attitude towards the attempter may determine his/her future suicidal behaviour. 
However, the current Code of Ethics of different boards take a different view on this 
matter; for example, principle 4.3 of British Psychological Society (BPS) now reads: 
“ ...therapists should, in exceptional circumstances, where there is sufficient evidence 
to raise serious concern about the safety or interests of recipients of services, or about 
others who may be threatened by the recipient’s behaviour, take such steps as are 
judged necessary to inform appropriate third parties without prior consent...” (BPS, 
1998, p. 3).
With similar ethical dilemmas I was confronted in my work with Miss A., a 21 year 
old dance student. The client had been referred by her GP regarding eating difficulties 
which had resulted in feelings of increased anxiety and depression. Miss A had a long 
history of self-harm which included a series of overdoses of Paracetamol tablets; at the 
age of 16, she started cutting herself (arms, hands, stomach) on various occasions. As 
she put it: “cutting helps me stop crying and gives me something to think about, it 
hurts so I think about that pain rather than anything else. This pattern had been 
continued on and off until the time of our sessions. During the course of the therapy, 
she reported similar events, where she would harm herself by cutting her arms. 
Although this was a re-occurring pattern as mentioned above, I can recall how anxious 
I felt in the possibility of Miss A damaging herself seriously. Thus, after obtaining the 
client’s consent, I expressed my concerns about her to my supervisor who provided me 
with useful insight regarding Miss A’s situation. I think that my choice to 
communicate my concerns to my supervisor and thus ‘intervene’ to Miss A’s self- 
harming behaviour, was mainly influenced by my conceptualisation of her actions as a 
cry for help, which was a result of long-standing issues related to early traumatic 
experiences (although I cannot fully disregard my own anxieties). Indeed, during the 
course of therapy, Miss A was able to work on many issues of her past experience and 
to gain a certain control over her self-destructive behaviour.
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CONCLUSION
This essay has attempted to address some of the ethical issues in working with suicidal 
clients. In concluding, it is important to note that the issue of suicide illustrates vividly 
the ethical difficulties that may arise, even for the most experienced practitioner. 
Dealing with a suicidal client may be an emotionally stressful experience, one in 
which therapists have to reconsider their value systems, one in which they often find 
themselves being caught up in two minds about the course of action they should 
undertake. Indeed, in any situation in which one person encounters another person 
who wants to end his/her life, it is very difficult to make accurate prediction about the 
likely after effects both of the suicide attempt if it is allowed to proceed and of 
intervention in it.
It should remembered, however, as Sim (1997) has indicated, that often the choice that 
causes the therapist the least anguish could not be necessarily the morally right course 
of action-the ‘easy’ option for the professional may be the ‘hard’ option for the client.
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THERAPEUTIC 
PRACTICE DOSSIER
42
Introduction to Therapeutic Practice Dossier
The contents of this dossier address issues that arose during the three years of 
practising counselling psychology in my three placements. The nature and experiences 
of working in diverse settings within the National Health Service are discussed. A 
paper on the integration of theory, practice and psychological research is included.
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Placement Reports
Description of Placements
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First Year Placement: An NHS Community Mental Health Team.
October 1997 - August 1998
For my first year placement I was based in a Community Mental Health Team 
(CMHT) which was part of an NHS Trust. The Team was serving the local area with a 
population of approximately 81.000. It comprised a manager, social workers, 
occupational therapists, community psychiatric nurses, psychologists and psychiatrists. 
Referrals were coming mainly from (30) general practitioners (GPs) and psychiatrists 
although there was always the opportunity for self-referrals or referrals from family, 
friends, etc. They concerned the full range of psychological or psychiatric disorders, 
from depression to severe dementia. Thus I had the opportunity to be exposed to a 
variety of psychological symptoms (e.g. anxiety disorders, depression, post-traumatic 
stress disorder, eating disorders).
My supervisor at this placement was a clinical psychologist from the CMHT. The 
placement’s as well as my supervisor’s theoretical orientation was mainly cognitive 
behavioural. However, interventions were varied with person-centered perspectives 
offered in addition to CBT. The referrals were allocated to the different professionals 
after the Allocation Meetings that were taking place every week and I had the 
opportunity to attend many of these meetings. Other team meetings took place 
regularly, and all members of the staff were invited to attend them. Furthermore, there 
were two therapeutic groups that were run by members of the staff; one sports group, 
run by a Community Social Worker and Social Worker and a Stress and Anxiety 
Management Group run by an Occupational Therapist. Although I did not have direct 
involvement to these groups, I had the opportunity to discuss with the people who run 
them and gain an understanding about their principals and objectives.
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Second Year Placement: An NHS Community Mental Health Team.
October 1998 - August 1999
For my second year placement I worked in another Community Mental Health Team 
(CMHT), under the supervision of a psychodynamic clinical psychologist. My 
experience in this placement enabled me to draw on many aspects of the 
psychoanalytic tradition to inform my practice. Referrals were coming mainly from 
general practitioners (GPs) and psychiatrists, and concerned a range of psychological 
disorders (e.g. anxiety, depression, obsessive compulsive disorder, sexual abuse). As 
there was no limit in the sessions offered to clients, I had the opportunity to experience 
working in a relatively long-term therapy.
An additional opportunity for further involvement in the Team was a monthly 
Research Group, where various issues related to the psychotherapeutic practice were 
presented.
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Third Year Placement: An NHS Community Drug and Alcohol 
Addiction Service. 
October 1999 - August 2000
This placement took place in a Community Drug and Alcohol Service, which was part 
of a large NHS Trust. The Service offered a multi-disciplinary approach to drug and 
alcohol issues, providing a range of services to help reduce the problems caused by, or 
associated with, drug and alcohol misuse. In my two days on placement, I was 
spending one and a half days in the Service seeing clients and doing any 
administrative work; I was also spending one session in a GP surgery and one session 
once in a fortnight in a Community Mental Health Team, seeing people with drug 
and/or alcohol difficulties. This arrangement was decided mainly due to the great 
demand for specialised counselling service in these settings. In addition to individual 
client work, I was also involved in an alcohol-group, which was run by a specialised 
alcohol counsellor. Further involvement with the Team included the weekly Team 
Meetings where referrals were allocated to different professionals and client cases 
were discussed, and the Psychology Research Group, a forum where different 
psychological issues related to practice were presented.
The service’s theoretical approach was Motivational Interviewing, an integrative 
approach with a strong emphasis on cognitive-behavioural principles, designed 
basically for working with people with addictive problems. Hence, although my 
predominant mode of formulating and working with clients was cognitive- 
behavioural, this was refined by an awareness of underlying issues. Individual 
supervision was provided by a chartered counselling psychologist who was working 
within the aforementioned modal approach.
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Paper: Counselling Psychology and the Integration of Theory, 
Research and Practice: A Personal Account.
OVERVIEW
This paper aims to explore the factors that have contributed to the development of my 
understanding of integrating theory, research and practice. I will attempt to 
demonstrate how factors such as relevant psychotherapeutic models, psychological 
research, use of supervision, personal therapy and multicultural issues have impacted 
upon my ongoing practice as an integrative practitioner. My growing capacity to think 
reflectively will be illustrated by the use of clinical examples from my work as a 
trainee counselling psychologist. However, this paper will not suggest that I have 
become a fully integrated therapist in the three years of my training; it rather aims to 
show that the foundations towards this have been set.
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INTRODUCTION
Counselling Psychology can be defined as “the application of psychological 
knowledge to the practice of counselling” (Woolfe, 1996, p.4). The British 
Psychological Society’s guidelines for the professional practice of counselling 
psychology state that the aim of the profession is to “develop models of research and 
practice which marry the scientific demand for rigorous empirical inquiry with a firm 
value base grounded in the primacy of the counselling/psychotherapeutic relationship” 
(BPS, 1998, p.3).
In my view these guidelines propose the adherence to a scientist-practitioner model 
which, according to Meara et al. (1988), is “an integrated approach to knowledge that 
recognises the interdependence of theory, research and practice” (p.368). My position 
is that developing as an integrative practitioner one needs to draw on these three 
aspects (theory, research and practice) with the aim to use the knowledge derived to 
tailor therapy according to the client’s needs. The idea of integrating different 
psychotherapies has intrigued professionals for over a half century (Goldfried & 
Newman, 1992). The failure of psychotherapy outcome studies to support the efficacy 
of one approach over the others (Goldfried et. al, 1992; Clarkson, 1994) has provided 
another stimulus for interest in psychotherapy integration.
My integrative approach to psychotherapy draws from a number of theories of human 
functioning: client-centered, cognitive-behavioural, psychodynamic, to name but a 
few. I agree with Putnam (1996) who states that we need to integrate all these 
perspectives on human behaviour into a consistent working model, the aim being to 
help clients to be able to act congruently with their selves and to be in relationship at 
the same time.
Over the three years of my training, I have been able to acquire a good understanding 
of three major psychotherapeutic approaches, namely client-centered therapy, 
psychodynamic therapy and cognitive behavioural therapy. My endeavour throughout 
these years has been the integration of these schools of thought as well as the
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incorporation and effective utilisation of various other aspects such as relevant 
research, personal therapy, supervision, social and cultural issues, ethics and the work 
context in which the therapy is taking place. As a developing integrative therapist, I 
am increasingly learning that the most important things that I have to offer to my 
clients are my genuine interest in their phenomenological experiences, my presence to 
provide a safe environment as they explore their internal worlds, and a relationship 
with me based on mutual trust as they learn to bridge the gap between their internal 
and external worlds.
Hence, throughout my training, I have been interested in factors that unify rather than 
divide the aforementioned schools of thought. For example, I have been attracted by 
the expanding body of empirical evidence suggesting that the specific techniques 
associated with specific types of therapy are less important than non-specific factors 
such as positive qualities of the therapeutic relationship (e.g. Orlinsky & Howard, 
1986; Clarkson, 1995). One cannot disregard the fact that in a comprehensive review 
of the research relating psychotherapy process variables to psychotherapy outcome, it 
was found that up to 80% of research relevant to the predictive value of the therapeutic 
relationship has produced significantly positive results (Orlinsky & Howard, 1986).
The use of the therapeutic relationship as an umbrella for different approaches has also 
been suggested by Clarkson (1994), who identified five modalities of relationship 
existing in every psychotherapeutic situation. They are: a) the working alliance, b) the 
transferential/counter-transferential relationship, c) the reparative/developmentally 
needed relationship, d) the I-You relationship and, e) the transpersonal relationship. I 
agree with Clarkson’s (1994) postulation that these forms of relationship are present in 
every approach to psychotherapy, even if different therapists recognise that some of 
these are indeed more or less present than the others.
I think this emphasis on the therapeutic relationship is what basically distinguishes the 
practice of counselling psychology from the existing medical model of practice. The 
counselling psychologist’s aim is to establish a collaborative relationship with the 
client and to focus on accordingly on the subjective experience of their inner world
50
and their idiosyncratic meaning making process. There is consequently a move away 
from the medical model of illness and a move toward a way of being with the client in 
such a way so as to facilitate the client’s personal growth and potential (Woolfe, 
1996).
MULTICULTURAL ISSUES
Developing as an integrative therapist also entails the need of taking into consideration 
as many different aspects as possible, which may have an impact on the therapeutic 
relationship. One of my main concerns when I started my training was the way I would 
be perceived by other professionals but most importantly by clients, given the fact that 
I was coming from a different cultural background. I recall that one of my fantasies 
was that I might be perceived as being insensitive to clients’ issues or that I might 
overlook important aspects of their narratives and hence be perceived as incompetent 
or deskilled.
Transcultural practice has therefore been for me a continual issue in my clinical 
experience so far. Transcultural therapy may be defined as a relationship and a process 
in which the therapist and the client belong to different cultures, in which multiple 
value systems and diverse assumptions of normality and psychopathology come into 
play, and in which procedure, goals and parameters of the process have to be adopted 
to suit the cultural context of the client (Sharma, 1996). In that matter I was informed 
by D’Ardenne & Mahtani’s (1989) study, which suggested that it is essential that 
counselling psychologists are aware of their own cultural views and biases before 
dealing with clients’ points of view. Clarkson & Nippoda (1998) also stated that 
cultural factors are very important to counselling psychologists, adding that they have 
the responsibility of learning all they can about the cultural background of their 
clients. In that sense, I had to work both on my views and attitudes towards the British 
culture as well as on acquiring awareness of any distinguishing cultural factors that 
might influence the therapeutic work with clients. In this endeavour I found very 
insightful the suggestions made by Kitayama & Markus (1994), who indicate that
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societies can be placed on a spectrum that ranges from ‘individualistic’ to 
‘collectivistic’ and that in the same way individuals can be characterised as laying on a 
spectrum ranging from ‘independent’ or ‘interdependent’, each having a specific and 
different definition of what is good and moral. For example, they stress that for the 
client from a society where the definition of the good, moral person is based on the 
individualistic model, the client will give high priority to the promotion of the 
individual, placing less emphasis on maintaining relationships. On the other hand, if 
these definitions are based on the collectivistic model, then the goals of the client’s 
behaviours will be focused more on the place of the individual within the group; 
moreover, relationships with others, especially family, will be at the top of the priority 
list. Further research has shown that most cultures in Asia, South America and South 
Europe (where I come from) follow the collectivistic model, whereas Northern 
America and Northern and Western Europe societies belong to the individualistic 
model (Smith & Bond, 1994).
In my therapeutic practice I had indeed to be sensitive to all those factors, especially 
when the treatment goals and the clients’ expectations from therapy were considered. 
Moreover, I recall that in the beginning of my therapeutic work I was alert to any 
paralinguistic features such as emphasis, volume and pace, as well as other cultural 
features such as ways of indicating agreement or being polite. Part of this was coming 
from my reading on transcultural therapy (e.g. D’Ardenne & Mahtani 1989; Kitayama, 
& MarkUs, 1994) which suggested that although we usually use and interpret such 
devices unconsciously, they are a crucial part of the message we give and constitute a 
very important clue in therapists’ attempt to understand and explain people’s physical 
and emotional needs. In that sense, I wanted to eliminate any instances of 
misinterpretation or misunderstanding of such clues. Here, my mixing with people 
from the predominant culture on a social level certainly enabled me to understand 
better the cultural context I was entering.
On reflection, I realise that as I was gaining more experience and was becoming more 
aware of any cultural aspects of therapy, I was able to incorporate these issues and 
make them an integral part of my therapeutic work.
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INTEGRATION AND ECLECTICISM
At this point it needs to be mentioned that the two most commonly discussed forms of 
integration are the technical eclecticism and the theoretical integration (Norcross & 
Newman, 1992). Strieker & Gold (1996) maintain that technical eclecticism is the 
most clinical and technically oriented form of psychotherapy integration. In this form, 
techniques and interventions drawn from two or more psychotherapeutic systems are 
applied systematically and sequentially. Techniques are chosen on the basis of the best 
clinical match to the needs of the client, as informed by both clinical knowledge and 
research findings. On the other hand, theoretical integration has been described as the 
most sophisticated and important form of integration, but has also been criticised as 
overly ambitious and essentially impossible (Lazarus, 1992), mainly because of the 
scientific incompatibilities and philosophical differences among the various traditions 
of psychotherapy. Theoretical integration involves the synthesis of novel models of 
personality functioning, psychopathology, and psychological change out of the 
concepts of two or more schools of thoughts.
In my clinical practice, I have found myself utilising both forms of integration. On the 
one hand, I try to be flexible in the kind of intervention that I might use with a 
particular client at a particular moment of therapy, depending on his/her needs at that 
moment. However, the (technical) choice is influenced (most of the times) by a 
holistic conceptualisation of the client’s current difficulties, by exploring any 
underlying issues that may have served as contributing factors to his/her present 
situation. It is also due to my belief that very often different approaches are concerned 
with similar issues (e.g. increase awareness, enhance autonomy, facilitate fulfilled 
living) but may use different language when it comes to describe these issues. 
Moreover, I would ascribe a very important role to the therapeutic relationship, as 
mentioned earlier, which I would use as an umbrella for integrating different 
therapeutic modalities.
What follows is a personal account of the ongoing process of integrating practice, 
based on the issues mentioned so far, as well as taking into account other aspects such
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as reflective practice, ethical and political issues, the role of setting, use of supervision 
and personal therapy. During my training I have come to realise that psychotherapy, 
like any other interpersonal interactions does not take place in a social vacuum 
(Strawbridge & Woolfe, 1996); in other words, counselling psychology is not just a 
strict application of psychological knowledge to practice, but is located within, and 
thus influenced by the social, economic and political structure in which it take place. 
Clinical examples will be used to illustrate better my understanding of integrative 
practice (any identifiable features have been removed so that no client could be 
recognised).
PERSONAL DEVELOPMENT AS AN  INTEGRATIVE PRACTITIONER
For my first year placement I worked in a Community Mental Health Trust, which was 
part of a large NHS Trust. This was indeed a good learning experience, as it afforded 
me the opportunity to be exposed to a variety of psychological symptoms (e.g. anxiety 
disorders, depression, post-traumatic stress disorder, eating disorders), and broaden 
my knowledge base of different psychological phenomena through my ongoing 
reading (e.g. Beck et al., 1985; Scott, 1988). Furthermore, I had the opportunity to 
come into contact and liaise with professionals from similar or different fields (e.g. 
clinical psychologists, community psychiatric nurses, social workers) and thus begin 
to develop a more holistic perspective on the clients’ difficulties. However, this 
contact brought me close to the reality of the misperception and misunderstanding of 
counselling psychologists’ professional identity when working in a multidisciplinary 
team, as well as the confusion concerning their competencies and areas of expertise. 
Indeed, I came across to many professionals from different fields who seemed to be 
confused about these issues. Later in my training, I found very interesting Lewis & 
Bor’s (1998) survey on NHS clinical psychologists’ perception of counselling 
psychologists, as it seemed to confirm my initial concerns. In this study the researchers 
found that the majority of clinical psychologists are unclear about the skills and 
training undertaken by counselling psychologists and that they generally assume that 
their areas of expertise is revolving around ‘life-crisis’ problems and not around those
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classified as more serious psychological problems.
As far as the therapeutic process is concerned, in this first year of my training I was 
able to practice many of the techniques and principles of the humanistic tradition, 
giving more emphasis on the establishment of a strong therapeutic alliance, and the 
creation of a secure environment, where the clients would feel safe to explore their 
internal and external experiences. However, I can remember how my own insecurities 
and anxieties as a new therapist often guided my reflective processes. For example, if 
a client did not turn up for a session or even worse if he/she dropped out of therapy 
early, my immediate thoughts would revolve around the causes of this being due to my 
lack of ability to engage the client in the therapeutic process, or due to a ‘wrong’ or 
‘inappropriate’ intervention from my part. Although this may have been a factor, 
gradually I was able to broaden my reflective processes and consider other factors that 
may have contributed to an absence or early termination of therapy.
An example of this can be illustrated in my work with Miss R., aged 21, a dance 
student whom I was seeing in my second year placement, and who is also included as 
a client study in the appendices of this portfolio. Miss A presented herself as having 
“severe panic attacks, anxiety, depression”, which had found very difficult to cope 
with in her everyday life. Miss A reported a history of sexual abuses which, according 
to my formulation had acted as contributing factors to a series of self-destructing 
behaviour. When Miss A dropped out of therapy before the agreed ending date, I 
remember feeling very concerned about my own ‘contribution’ to this early 
termination, and more specifically my interventions regarding an unexpected 
pregnancy. However, when I managed to take a step back and reflect on the process of 
our sessions I realised that maybe she was not willing at this point of time to be fully 
engaged in a therapeutic process, and therefore explore more in depth her unresolved 
issues.
However, I need to mention here that at this early stage of my training, my personal 
therapy played (and still continues to play) a very important role on many levels. 
Although there is some debate in the literature concerning the impact of trainee
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counselling psychologists’ personal therapy on their work with clients (Macaskill, 
1988), I personally feel that it has helped me to become more aware of my own issues 
(at least some of them) that could possibly impinge upon the therapeutic process. 
Furthermore, it has been an invaluable learning experience, where I had the 
opportunity to learn about therapy through the process of modelling. This was 
particularly insightful in the beginning of my training as it often acted as a frame of 
reference in my early work with clients. Being a client also increased my awareness of 
the potential power imbalances that may exist in a therapeutic encounter, and the 
possible impact this may have on the therapeutic process. Indeed, these benefits are in 
accordance with the findings of Williams et al. (1999) that personal therapy 
contributes to counselling psychology trainees’ well-being and acts as a model for 
professional learning.
My experience from my second year placement (again in a Community Mental Health 
Team, but under the supervision of a psychodynamic clinical supervisor) has enabled 
me to draw on many aspects of the psychoanalytic tradition to inform my practice. 
Particularly, it gave me the opportunity to attend to the counter-transferential 
relationship and learn how it can possibly impact on the therapeutic process. My work 
with Mrs A. demonstrates that more clearly.
Mrs A., aged 48, reported difficulties relating to her obsessive-compulsive behaviour. 
She had been diagnosed with OCD in 1988, after seeing a psychologist privately. At 
the time of admission, her obsessions and compulsions involved housework and 
orderliness. She stated that she wanted to change her current behaviour, but she feared 
that changing would mean losing the “control of what I’ve got”. Mrs A. reported that 
she was feeling “guilty about a lot of things” such as her parents’ help over the years, 
her divorce from her first husband and the effect of her second marriage on her 
relationship with her daughter. She also reported a very distant (emotionally) 
relationship with her father and added that he wanted to have the control and “have a 
say in everything”, especially in her financial situation with her husband.
My formulation of Mrs A’s symptomatology was that her obsessive-compulsive
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behaviour might possibly have served a compensatory function, probably related to 
reducing anxiety and allowing her to gain a sense of control in her life. Although her 
parents had been featured as very supportive, it seemed to me that Mrs A. might have 
perceived them, especially her father, as too controlling. This might have contributed 
to her feeling that she did not have any sense of autonomy; however, she had found it 
very difficult to express her real feelings and suppressed them for a long time. In 
particular, it seemed to me that her anxieties related to OCD might have been about 
avoiding conflict, and her suppression of feelings about avoiding resentment and 
anger.
Her relationship with her father, and more specifically the expression of repressed 
feelings of anger, seemed to be an appropriate area for therapeutic intervention. 
However, I can remember how I was experiencing feelings of frustration at her not 
being able to openly address her underlying feelings about her father and furthermore 
let them come up in the surface. On reflection, I realised that one major reason as to 
why my feelings in the countertransference had been so intense, was the fact that the 
client’s experience was raising some personal issues concerning my own relationship 
with my father. This was exaggerated mainly because of some perceived similarities 
between her situation and my father’s financial involvement in my life. I 
conceptualised this phenomenon as a concordant proactive countertransference, which 
according to Clarkson (1995) occurs when the therapist imagines he/she is attending to 
the client’s experience, but in fact he/she is replicating his/her own past. This is 
considered by her as a kind of identification which draws mainly from the therapist’s 
own unresolved issues.
Although on retrospection I can see that some of my interventions were rather more 
powerful and active than they would otherwise have been, I did not particularly feel 
that these feelings inhibited me significantly from maintaining an objective attitude 
towards the client’s experience; they rather enabled me to relate more openly with 
what Mrs A. was describing and, to some extent, to communicate my empathy to her. 
Moreover, this experience made me sensitive to the ways in which countertransference 
material may affect the therapeutic process. I should also point out that the use of
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clinical supervision played a very crucial role in the identification and exploration of 
these dynamics.
My experience in my third year placement has provided me with the opportunity to 
work more actively towards the integration of the skills and the knowledge I had been 
acquiring in my first two years of training as well as to incorporate the new theoretical 
knowledge and practice by working within a cognitive-behavioural model. 
Furthermore, I have been able to work in different working environments which in 
turn assisted my efforts to develop an integrative stance to therapy.
This year I worked in a Community Drug and Alcohol Service. The Service offered a 
multi-disciplinary approach to drug and alcohol issues, offering a range of services to 
help reduce the problems caused by, or associated with, drug and alcohol misuse. In 
my two days on placement, I was spending one and a half days in the Service seeing 
clients and doing any administrative work; I was also spending one session in a GP 
surgery and one session once in a fortnight in a Community Mental Health Team, 
seeing people with drug and/or alcohol difficulties. This arrangement was decided 
mainly due to the great demand for specialised counselling service in these settings.
I found my work in the addiction service one of the most interesting and challenging 
experiences in my three years of training. As mentioned above, I have been exposed to 
many different settings, which I think is itself a very valuable learning experience. 
However, working in three different places within the space of only two days entails 
some difficulties from its nature. One thing that I found I had to do was to be flexible 
and at the same time very organised in terms of adapting myself very quickly to the 
different contexts (Addiction Service, GP surgery, CMHT) as well as managing and 
keeping in control my administrative work.
In relation to this, I have found that my experience in the GP surgery has offered me a 
new perspective and a valuable insight regarding the role of counselling psychologists 
in medical settings. Although the entry of counselling psychologists into the general 
practice medical setting may be viewed as a promising development, there are also
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difficulties which can be understood when the ideological discrepancies of the two 
professions are being considered (Papadopoulos & Bor, 1998). General practitioners 
tend to work within the conventional biomedical model which is mainly concerned 
with the symptoms of the ‘patient’, rather than encouraging the individual to 
participate more actively in the treatment process through a collaborative relationship.
In that sense, counselling psychologists in medical settings have a valuable educative 
function in showing clients an alternative way of working, which respects peoples’ 
own version of what is best for them. It does not make assumptions and, unlike the 
medical model, regards them intrinsically as having equal rights and status in the 
therapeutic process. The existing-medically informed-practice in GP surgeries is also 
reflected in the clients’ expectations, when they present for psychological treatment. 
Indeed, very often I needed to emphasise the collaborative nature of the therapeutic 
relationship to clients who expected me to give them the ‘magic solution’ to their 
difficulties, just as their doctors provided them their medication to treat their 
symptoms.
During my work this year I felt more confident to reflect on my diverse experiences 
and thus begin to practice more integratively. A very important factor that facilitated 
this process has been the adherence to Motivational Interviewing, an approach 
designed basically for working with people with addictive problems (Miller & 
Rollnick, 1991), based on the transtheoretical model of psychotherapy proposed by 
Prochaska & DiClemente (1984).
Motivational Interviewing is an approach which aims to help clients build 
commitment and reach a decision to change. It draws on strategies from various 
psychotherapy systems such as client-centered therapy, psychodynamic therapy and 
cognitive therapy. More specifically, it involves listening to, acknowledging and 
practising acceptance of clients concerns, opinions and preferences (some of the core 
conditions in client-centered counselling). In addition, it takes into account the 
underlying issues that may have contributed to the current difficulties and at the same 
time deals with clients’ resistance by carefully confronting their behaviour, trying to
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avoid argumentation (psychodynamic approach). Furthermore, the therapist maintains 
a strong sense of purpose and direction and actively chooses the right moment to 
intervene in incisive ways (cognitive-behavioural approach) (Miller & Rollnick, 
1991).
In that sense, I feel I have been very fortunate to work within this transtheoretical 
model of therapy, since it provides an excellent opportunity to actively integrate 
aspects of the three major psychotherapeutic traditions. The work with Mr. T., which 
is also presented as a client study, demonstrates this better.
Mr T., aged 56, was referred by his general practitioner concerning his alcohol misuse. 
On admission Mr T. acknowledged that over the last two years his alcohol 
consumption had been increased to the point where he was drinking about two bottles 
of spirit daily. He stated that his difficulties with alcohol started when he lost his job 
as a successful lawyer. He reported that since that time he had been trying to find 
another job unsuccessfully, attributing this to the fact that he was “over-qualified” for 
most of the jobs available.
Mr T. was the only child in his family; he reported that he spent all his school years 
(from 5 to 18 years old) in a boarding school, having very little contact with his 
parents during this period, whom he described as quite “distant” and poor in emotional 
expressiveness.
As I was listening to his personal history and background, it seemed to me that Mr T. 
grew up in an environment where professional achievement was perceived as the only 
means to success and self-worth. It also seemed that he had being defining his self- 
identity largely through his role as a high-powered professional. These core beliefs had 
been carried into the present time, where he believed that he would be worthless if he 
did not maintain the high-powered image he used to have until the recent past. In that 
sense, his excessive alcohol consumption was conceptualised as an attempt to block 
his feelings of worthlessness and low confidence and neutralise his anxiety about the 
future, the levels of which seemed to be very high.
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During the assessment, it occurred to me that one important factor in the development 
of Mr T’s current difficulties had been his inability to express his feelings about 
various situations in his life, including his painful feelings about the loss of his job. 
Therefore, I decided in the initial stage of therapy to allow the time and space to Mr T 
to ‘offload’ his distressing feelings and give me his personal account of his situation. 
In order to do that I tried to listen to his narrative in an accepting, non-judgmental way 
and at the same time to communicate to him my empathy and understanding. My 
efforts were also directed in creating a safe environment where Mr T would be 
encouraged to talk about any underlying issues that may had contributed to his present 
difficulties (experience of boarding school, competitive relationship with his father, 
emotionally distant mother).
Once I had established a trusting relationship with him, I thought that I could start 
tackling a significant feature of his clinical picture, his ambivalence about change. 
Ambivalence is defined as a state of mind in which a person has coexisting but 
conflicting feelings about a situation and is considered to be a very common 
characteristic among people with addictive difficulties (Orford, 1985). In doing this, I 
was informed by a basic principle of Motivational Interviewing, which is working 
with clients’ ambivalence. One technique that is used to facilitate this is the ‘balance 
sheet’, which is used to specify what a person perceives to be the benefits and costs 
associated with his/her behaviour (Miller & Rollnick, 1991). Indeed, by using this 
technique, Mr T was able to identify and see-diagrammatically-the pros and cons of 
his current pattern of behaviour; by creating and amplifying a discrepancy between Mr 
T’s current behaviour and broader goals, he started contemplating some active steps 
towards change.
My interest and efforts to practice as an integrative therapist is also reflected in this 
year’s research project, which aims to explore the issue of matching the appropriate 
therapeutic intervention according to the stage of readiness for change in addictive 
clients, following the model proposed by Prochaska and DiClemente (1984). By 
choosing this topic, I had the opportunity to see for myself how the theoretical 
principles of the study can be applied into the therapeutic practice and therefore gain a 
first-hand experience of the issue under investigation.
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A vital component of being an integrative practitioner also involves being able to 
evaluate therapeutic practice. Currently the main method of doing this is through 
questionnaires that are being administering to clients at the beginning and ending 
stages of therapy. The questionnaires provide a picture of clients’ psychological 
functioning and monitor the trends and/or changes related to their drug or alcohol 
consumption. This, along with other means of risk assessment and management 
adhere to the key principles of clinical governance.
CONCLUSION
In this paper I have attempted to demonstrate the processes by which I have 
conceptualised and developed the integration of research, theory and practice. My aim 
was also to indicate the ways in which my training has contributed to the development 
of a critical and reflective stance to my therapeutic practice. As I am evolving as an 
integrative practitioner, I feel more confident to draw on a wider range of therapeutic 
techniques, research and theoretical models to inform my practice, than I did at the 
early stages of my training. After the invaluable experience that I had over the last 
three years, I feel that the foundations have been set, on which I will continue to build 
in the future.
I acknowledge the fact that, due to time and space limitations, I have not been able to 
fully address areas such as political factors that may impact on the therapeutic 
practice. However, I hope that I have been able to demonstrate some of the skills that I 
have acquired in my endeavour to practice integratively. This by no means suggests 
that I have fully succeeded in the latter effort. I perceive the development as an 
integrative therapist to be an ongoing and endless process; I rather feel that the journey 
has just begun!
62
REFERENCES
Beck, A. T., Emery, G. & Greenberg, R. L. (1985). Anxiety Disorders and Phobias: A 
Cognitive Perspective. New York: Basic Books.
British Psychological Society (1998). Division o f Counselling Psychology. Guidelines 
fo r the Professional Practice o f Counselling Psychology (p.3).
Clarkson, P. (1994). The Psychotherapeutic Relationship. In P. Clarkson & M. 
Pokomy, (Eds.) The Handbook o f Psychotherapy. London and New York: 
Routledge.
Clarkson, P. (1995). The Therapeutic Relationship. London: Whurr.
Clarkson, P. & Nippoda, Y. (1998). ‘Cross-cultural issues in counselling psychology’. 
In P. Clarkson (Ed), Counselling Psychology: Integrating Theory, Research 
and Supervised Practice (pp. 95-119). London: Routledge.
D’Ardenne, P. & Mahtani, A. (1989). Transcultural Counselling in Action. London: 
Sage.
Gamer, D. M. & Garfinkel, P. E. (1988). Handbook o f Psychotherapy fo r Anorexia 
Nervosa and Bulimia. New York: The Guildford Press.
Goldfried M. R. & Newman, C. F. (1992). ‘A history of psychotherapy integration. In 
J. C. Norcross,. & M. R. Goldfried (Eds.) Handbook o f Psychotherapy 
Integration. New York: Basic Books.
63
Goldfried M. R., Castonguay, L. G. & Safran, J. D. (1992). ‘Core issues and future 
directions in psychotherapy integration’. In J. C. Norcross,. & M. R. 
Goldfried (Eds.) Handbook o f Psychotherapy Integration. New York: Basic 
Books.
Kitayama, S. & Markus, H. (1994). Emotion and Culture: Empirical Studies o f Mutual 
Influence. Washington DC: American Psychological Association.
Lazarus, A. A. (1992). Multimodal therapy: Technical eclecticism with minimal 
integration. In J. C. Norcross,. & M. R. Goldfried (Eds.) Handbook o f 
Psychotherapy Integration (pp. 231-263). New York: Basic Books.
Lewis, S. & Bor, R. (1998). ‘How counselling psychologists are perceived by NHS 
clinical psychologists’. In Counselling Psychology Quarterly, Vol. 11(4), pp. 
427-437.
Macaskill, N. D. (1988). Personal therapy in the training of the psychotherapist: Is it 
effective? In British Journal o f Psychotherapy, 4, 219-226.
Meara, N. M., Schmidt, L. D., Carrington, C. H. & Davis, K. L. (1988). Training and 
accreditation in counselling psychology. The Counselling Psychologist, 16 
(3): 366-384.
Miller, W. R. & Rollnick, S. (1991). Motivational interviewing. New York: The 
Guildford Press.
Norcross, J. C. & Newman, C. (1992). Psychotherapy integration: setting the context. 
In J. C. Norcross,. & M. R. Goldfried (Eds.) Handbook o f Psychotherapy 
Integration (pp. 3-46). New York: Basic Books.
Orford, J. (1985). Excessive Appetites: A Psychological View o f Addictions. New 
York: Wiley.
64
Orlinsky, D. E. & Howard, K. I. (1986). Process and outcome in psychotherapy. In S. 
L. Garfield & A. E. Bergin (Eds.). Handbook o f Psychotherapy and 
Behaviour Change, (3rd Ed), (pp. 344-347). New York: Wiley.
Papadopoulos, L. & Bor, R. (1998). ‘Psychological counselling in primary health 
care’. In P. Clarkson (Ed), Counselling Psychology: Integrating Theory, 
Research and Supervised Practice (pp. 119-133). London: Routledge.
Prochaska, J. O. & DiClemente, C. C. (1984). The Transtheoretical approach: 
Crossing traditional boundaries o f change. Homewood, IL: Dorsey Press.
Putnam, J. (1996). Reflections of an integrative psychotherapist. In Transactional 
Analysis Journal, 26(4): 289-292.
Scott, D. (1988). Anorexia & Bulimia Nervosa: Practical Approaches. London: 
Croom Helm.
Sharma, S. K. (1996). ‘Transcultural psychotherapy’. In Sheikh, A. A., Sheikh, K. S. 
(Eds.), Healing East and West: Ancient Wisdom and Modem Psychology (2nd 
ed.), (pp. 516-541). New York: John Wiley & Sons.
Smith, P. B. & Bond, M. H. (1994). Social Psychology across Cultures: Analysis and 
Perspectives. Boston: Allyn & Bacon.
Strawbridge, S. & Woolfe, R. (1996). Counselling psychology: A sociological 
perspective. R. Woolfe & W. Dryden (Eds.) Handbook o f Counselling 
Psychology. London: Sage (pp. 605-629).
Strieker, G. & Gold, J. R. (1996). Psychotherapy integration: An assimilative, 
psychodynamic approach. In Clinical Psychology: Science and Practice, Vol 
3(1), 47-58.
65
Williams, F., Coyle, A. & Lyons, E. (1999). ‘How counselling psychologists view 
their personal therapy’. In British Journal o f Medical Psychology, 72, 545- 
555.
Woolfe, R. (1996). ‘The nature of counselling psychology’. In R. Woolfe & W. 
Dryden (Eds.) Handbook o f Counselling Psychology. London: Sage (p.4).
66
RESEARCH DOSSIER
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Introduction to Research Dossier
This dossier contains three research reports, one for each of the three academic years. 
The first research paper is a literature review exploring the concept of power 
imbalance in therapeutic relationship and the possible misuse of this power by 
therapists. The issue of sexual contact between therapist and client is addressed and 
the ethical, legal and training implications are discussed.
The second year empirical project explored counselling psychologists’ experiences of 
sexual attraction toward their clients and the impact that these feelings might have on 
the therapeutic process. The final research was concerned with the field of addiction 
and investigated the issue of matching the appropriate therapeutic intervention 
according to the stage of readiness for change in addictive clients. The study focused 
solely on the perspectives of people with drug and alcohol problems on this matter.
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Literature Review: Power Imbalance and Sexual Contact in 
Therapy: Effects on Clients and Implications 
for Ethical, Legal and Training Issues.
ABSTRACT
Sexual contact between therapists and clients has received growing public and 
professional attention over the past 15 years (Pope et al., 1993). Although such contact 
is explicitly prohibited by many national psychological associations and professional 
boards, some therapists continue to become sexually involved with their clients. A 
review of the existing literature on the area suggests that the potential consequences 
for the clients could be wide-ranging, including also some severe mental health 
symptoms. This review focuses on different aspects of this issue, including the 
concept of power imbalance existing in therapeutic relationships and the possible 
misuse of this power by the offending therapists. Perhaps the most salient implication 
of what has been found in the literature is a need for increased emphasis in therapists’ 
education programs, concerning the topic of sexual dual relationships. As it has been 
suggested by many writers (Bouhoutsos, 1985; Pope, 1989; Russel, 1993) the problem 
of sexual exploitation must be confronted by mental health professionals, and its 
prevention must be considered as a crucial objective of the profession in general.
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POWER IN  THERAPY
The concept of power has long fascinated theorists from different theoretical 
backgrounds, but is rarely defined; although it implies that there is a shared 
understanding, it also entails a range of assumptions and theoretical underpinnings 
which may differ from person to person. One of the classic works on power is Weber’s 
Economy and society, where he highlights that power is a dynamic. He defines it as: a) 
the possibility of imposing one’s own will upon the behaviour of other persons, and b) 
the probability that one actor within a social relationship will be in a position to carry 
out his own will, despite resistance (West, 1968a).
There are subtle and significant differences between the two definitions; the first refers 
to a possibility of direct imposition upon another person, whereas the other is allowing 
an individual to act as he/she likes, despite the behaviour of others, and despite 
resistance. It should be noted here that power does not have to be seen as an 
imposition, but can be seen as an energy force, as a potential. How and in what 
circumstances one exercises his/her own potential or potency will vary with time and 
place.
So, ‘power’ is not something that is static; it can be ascribed, as well as taken, and 
may vary from situation to situation. The ascription of authority is central in this 
discussion. Authority is assumed because of status or position, and is also ascribed for 
the same reason. An individual only ever has as much authority as is invested in 
him/her by self or others. Authority then has the notion of power invested in someone 
in order to fulfil particular objectives or tasks. It seems that in counselling or 
psychotherapy, however, many clients allow therapists to have power over them, as 
they often are seen as the only persons who could be trusted and help them at that 
time. In one client’s words:
“I thought well I’m working with a Jungian and I don’t know how Jungians 
work so there was that whole thing of I don’t know what to expect and I don’t 
know what’s okay and it’s not anything I’m used to .. .But I think I did give him
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power...I felt that if I wanted to work through the things I had to allow him 
power in order to do that” (Russell, 1993).
It must be acknowledged then, that the therapist is in a powerful position, which is 
mainly due to the structural aspects of the situation. This premise has been proposed 
by many researchers; Kagle & Giebelhausen (1994) suggest that a therapeutic 
relationship is distinctive from all other relationships. First, she stresses that it is a 
fiduciary relationship as the client places his/her confidence in the practitioner, who 
possesses special knowledge, expertise and authority. Like any fiduciary relationship, 
the therapeutic relationship is based on unequal power and unequal responsibility. The 
therapist has a duty not to abuse this power and to be honest and loyal. Furthermore, 
the above authors indicate that such a relationship involves client vulnerability and 
therapist influence. The client’s vulnerability begins even before services are initiated 
when the client is motivated by circumstance to seek or respond to the offer of help. It 
grows as the client opens himself/herself to the therapist revealing intimate feelings, 
thoughts and experiences, and deepens as the client comes to depend on the therapist 
to protect confidences and to respond with respect, care and concern. Nugent (1994) 
suggested that interpersonal arrangements unique to the therapist-client relationship 
reinforce the client’s vulnerability. She argues that psychotherapy clients willingly 
lower their normal social defences as part of the treatment; they open themselves 
because the therapist gains their trust and offers assurances that their openness is a 
necessary condition of psychotherapy. Therapists’ special knowledge of their clients’ 
deepest secrets can lead to a feeling of heightened intimacy as it simultaneously gives 
them a psychological advantage over them. Also, if charging a fee for services, the 
therapist further establishes his or her role as a socially-sanctioned source of expertise. 
Moreover, the social elevation of the therapist becomes possible or meaningful only 
within a social hierarchy that simultaneously lowers the client’s status. Seen this way, 
the client’s relatively lesser status becomes an indication and a source of diminished 
power and control.
Similarly, feminist theory focuses on the power differential in relationships and the 
vulnerability of the less powerful person to exploitation. Therapists are seen as having
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the more powerful role in a therapeutic relationship because they are perceived as the 
expert and the client is coming for help, often with feelings of vulnerability and 
dependency. An analogy is commonly drawn in this theory between therapist-client 
sex and incest because therapists (who are seen here as parents) can abuse their power 
and manipulate clients (children) who trust and depend on them for caring and safety 
(Seto, 1995).
From the above, it seems that therapists can exercise a power over their client, and that 
some may abuse power in relation to their clients.
ABUSE OF POWER
Masson (1994) makes several assumptions with regards to power abuse. He states 
firstly that: abuse is alleged to always take place due to any power imbalance, and 
these imbalances abuse and re-abuse all persons. Secondly, he assumes that the power 
differential in psychotherapy is inevitable for various reasons inherent within the 
therapeutic situation. Consequently, in his view, therapists are not always abusive 
(because of the alleged inherent imbalance) but also they are in a comparatively secure 
position. Clients are considered by Masson as having no real power except to leave 
therapy. Thirdly, with reference to the therapeutic concept of the unconscious mind, 
Masson assumes that the unconscious can be correctly known by therapists, but such 
knowledge, in addition to the training and professional expertise of therapists, actually 
increases the power imbalance.
From the above it is clear that Masson feels that all individuals in positions of power 
and influence inflict abuse and exploit their power. This exploitation is not 
consensual, but a form of seduction due to the imbalance of power which can provide 
a sexual-sadistic pleasure for the most powerful therapists (Masson, 1994). However, 
the notion that all individuals in positions of power tend to exploit less powerful 
people seems to be unjustifiable, since it excludes the possibility for a positive use of 
the energy that power contains. His assumption about the unhelpfulness of having 
some power in providing therapy sounds unjustifiable as well, given of course that
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therapists will know how therapy may proceed, and will become aware through 
receiving their own therapy, how it feels to be treated in a certain manner. 
Furthermore, as mentioned before, Masson assumes that power always lies with 
therapists, and that clients have none. Clients, however, have many ways to get a 
certain amount of control over the therapeutic relationship; they can be abusive 
through their behaviour, and they have the power of refusing to take active part in the 
therapeutic process, leaving the therapist feeling quite powerless; in addition, they can 
make the therapist feeling uncertain and wonder for example whether they will attend 
their next session.
THE INCIDENCE OF SEXUAL CONTACT IN  THERAPY
We need to recognise in this context, however, that sexuality and power have their 
own relationship. Russell (1993) suggests that because of how sexuality is constructed, 
power can elicit a sexual response. For example, a charismatic therapist may provoke 
strong sexual attraction from the client. Moreover, within the therapeutic process, 
conditions of warmth and genuineness may provoke a response which manifests as 
sexual, whether or not this is really what the client wants, or whether it is the client’s 
only means of obtaining attention and comfort. Indeed, it has been suggested (Hankins 
et. al., 1994) that psychotherapy clients are most vulnerable to sexual exploitation due 
to the intimate nature of the exchange involved and the longevity of the relationships 
that typically develop, and that unlike in settings for most other types of health related 
therapy, it is normally on a one to one and relatively secluded basis.
This brings us to the issue of the sexual exploitation of clients in the therapeutic 
practice. Concerns about sexual contact between providers of health care and their 
clients were expressed as long ago as the fourth century BC, as indicated in the 
Hippocratic Oath: “In every house where I come, I will enter only for the good of my 
patients, keeping myself far from all intentional ill-doing and all seduction, and 
especially from the pleasures of love with women and men” (Seto, 1995). However, 
sexual contact between psychotherapists and clients has received growing public and
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professional attention in recent years. Newspapers, television, books and helplines all 
gave the subject much attention, to the point where many people would contend that 
the subject of sexual abuse is now less of a taboo than ever before. Researchers like 
Borys & Pope (1989) have shown that in the U.S.A as many as 10% of male therapists 
and 2 to 3% of female therapists have reported engaging in sex with current or former 
clients. Half of the respondents in a national survey in the USA, made by Pope and 
Vetter (1991) reported that they had assessed or treated at least one patient who had 
been sexually intimate with a previous therapist. In another survey Shoener (1989) 
showed that 7 to 12% of therapists admitted to sexual contact with their patients. 
However, a more recent survey of a randomly drawn sample of 908 psychologists of 
the American Psychological Association, with a 43% response rate, found that 5.5% of 
male and 2.2% of female psychologists acknowledged having engaged in sexual 
intimacies with current clients (Rodolfa et al., 1994). The authors observe that these 
results are part of a recent trend towards lower rates of sexual acting out than were 
typically reported in the research conducted in the past years. The lower rate may 
possibly be explained by psychologists exercising greater self-control, increased 
awareness of the negative consequences for clients (which will be mentioned later), 
the increased publicity given to this issue, as already has been stated, or perhaps a 
greater reluctance to report sexual interactions, even anonymously. Of course, it is 
hoped that the latter possibility does not represent the actual explanation of this 
research data.
Another finding is that those therapists who report having sex with their clients are 
often repeat offenders, with some surveys noting over 50% of male ‘offender’ 
therapists reporting sexual involvement with more than one client (Hankins et. al.,
1994). The predominance of males among the offender therapists is very often stated 
in relevant studies. Some feminist writers have emphasised cultural causes of 
therapist-client sexual involvement. Chesler (1972) purported that the therapy 
situation mirrors that of the society in general. She stresses that therapists, regardless 
of their theoretical orientation share and act upon traditional myths about 
‘abnormality’, sex-role stereotypes, and female inferiority. In this view, both therapists 
and clients are acting out societal scripts that are far more powerful motivators than
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any prohibitions of sexual involvement proclaimed in professional codes of ethics. 
Chesler believes that such events are as common as sexual encounters between female 
secretaries and their bosses, housekeepers and their employers, or any other situation 
where older males in positions of power employ allures of ‘love’, ‘wisdom’ and 
‘protection’ to exploit women under their influence. This assumption seems to follow 
the same line with Masson’s (1994) proposition concerning the inevitability of power 
abuse by the persons who possess it; however, although the inequality of social power 
between males and females is probably a fact, it would seem that by considering 
therapists’ behaviour to be a repetition of particular bosses’ and employers’ 
exploitative behaviour, Chesler ignores the possibility of a beneficial use of power by 
non-offender therapists. Seto (1995) agrees that the consistent sex difference in the 
research appears to parallel current inequalities in male-female relationships in our 
society. He stresses that male therapists are more likely to become sexually involved 
with more than one client, to view sexual contact with their clients as beneficial, and 
to view in general dual relationships with clients, either sexual or non-sexual, as 
ethical.
However, the important question remains of how we can understand the phenomenon 
of therapist-client sexual contact. Claman (1987), focusing more on the part of the 
therapist, posed the question this way: “What dynamics lurk within the psychological 
world of a therapist, whose presumed reason for entering the field is a basic desire to 
help others, which compel him to run such high legal, professional, and ethical risks 
and to engage his patients in a manner against their best interests?” (p. 35). The 
psychodynamic approach has offered a very elaborated theoretical framework within 
which the sexualisation of therapy relationships may be better understood. The 
concepts of transference and countertransference are central in this discussion. 
Transference, especially if it includes strong sexual feelings, may impair the client’s 
capacity to act as an independent adult. Clients with passive, compliant personality 
traits, who regress readily and tend to seek the approval of authority figures, are more 
likely to accept unprofessional behaviour by their therapist. Also, clients who have 
previously been sexually abused are at particular risk of recreating a sadistic, abusive 
relationship within the transference, and it has been observed that previous experience
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of sexual abuse increases the likelihood of sexual involvement within a therapeutic 
relationship (Galletly, 1993). Freud is cited by Galletly (1993) as having emphasised 
another aspect, which is the client’s triumph over the therapist: “If the clients’ 
advances were returned it would be a great triumph for her, but a complete defeat for 
the treatment” (p. 166). Dahlberg (1970) also emphasised the client’s feeling of 
triumph over the therapist: “certainly some of the women involved in sexual contact 
are triumphant-it’s a conquest and they’ve done the impossible. They have gotten 
some power; they have knocked the doctor off his perch” (p. 120).
Claman (1987) on the other hand, focusing on the therapist’s part stressed that ‘mirror 
hunger’ in the psychodynamics of the sexually abusing therapist is responsible for this 
form of countertransference acting out. In this Kohutian frame of reference, he saw the 
client as often idealising the therapist, and feeling ‘favoured and special’. This 
suggestion resembles that of Borys and Pope’s (1989), that offending therapists can be 
characterised as narcissistic individuals who need to be idealised by clients and 
possess an unconscious urge to devalue and harm others. There have been many other 
explanations, always within the psychodynamic approach, for therapists’ sexual 
behaviour. Marmor (1976) suggests that therapists are involved in such relationships 
because of an unconscious hostility toward women with a sadistic need to exploit, 
humiliate, and ultimately reject them. Another explanation might be the well-known 
Don Juan complex, a reaction formation against inner feelings of masculine 
inadequacy or pseudohomosexual fears. Alternatively, another suggestion could be 
that men with defective superegos might be more likely to abuse. Such men, according 
to Marmor (1976), either border on or fall into the psychopathic personality category 
and lack the inner restraints on impulsive acting-out behaviour that ‘healthy’, mature 
personalities should have.
Although the psychodynamic theoretical framework can help us to understand better 
how some aspects of the therapeutic situation can interact with the human condition to 
make therapists vulnerable to sexual contact with their clients, it nevertheless seems 
that there is a need for further elaboration. Firstly, the function of transference and 
countertransference in the therapeutic process are not clearly differentiated from the
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function of these phenomena in other kinds of relationships, such as romantic 
relationships. Secondly, it seems that the psychodynamic explanations, by focusing 
primarily on male sexuality, fail to provide an understanding of situations where a 
female therapist is sexually involved with a male therapist. Furthermore, it would 
appear too simplistic to view specific sets of psychodynamics as responsible for the 
behaviour of so many different individuals with varying psychological make-ups.
EFFECTS ON CLIENTS
One of the earliest attempts to document the damage to the clients of therapist-client 
sexual relationships was undertaken by Durre (1980). Using information from four 
case histories, together with questionnaires completed by 65 women who had a sexual 
relationship with a therapist, she concluded that the relationships the participants had 
with their therapists were detrimental, if not devastating, to the personal growth of all 
four women, and that such relationships destroy the potential for successful therapy. 
Bouhoutsos et al. (1983) found in their survey that the impact for clients of sexual 
intimacies included the following: aggravation of personality problems (34%); 
persistent negative affects directly related to the sexual experience (29%); worsening 
of sexual, marital, or intimate relationships (26%) and no effect on the client (9%). 
Moreover, sex terminated therapy in 37% of cases, interfered adversely with therapy 
(40%); had no impact on therapy in 5% of cases, and was reported to have a positive 
impact on therapy in 6% of cases. These data suggest that the vast majority of the 
clients (90%) experienced at least one significant negative effect. Hankins et al. (1994) 
report that earlier writers such as McCartney and Shepard have discussed the potential 
benefits of sexual relationships with clients, but stress that to this date there is no 
credible evidence that this contact is curative under any circumstance. On the contrary, 
there is clear evidence that such relationships may be extremely damaging for the 
clients. The same authors report on an unpublished PhD study conducted by Vinson 
(1984) who investigated 21 women who were treated after ending a sexual 
relationship with a therapist. His data revealed that large numbers of clients reported 
‘classic’ PTSD (Post Traumatic Stress Disorder) symptomatology including negative
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mood (86%), re-experience of the event (67%), loss of interest in previously enjoyed 
activities (67%), increased irritability (57%), concentration difficulties (67%), 
exaggerated startle response (33%), and disturbing dreams (14%). Perhaps of even 
greater importance, Vinson found that many of these issues remained unresolved in a 
follow up two years later.
Bouhoutsos et al., (1983) in a survey asking psychologists about clients who had been 
sexually involved with a previous therapist, reported that 90% of these patients had 
suffered severe ill effects, including depression, emotional disturbance, impaired 
social adjustment, suicidal feelings and behaviour, and increased use of drugs and 
alcohol. Eleven percent of these clients were hospitalised and 1% committed suicide. 
Solursh et al. (1993) showed in their research that sexual involvement with their 
therapists has left the majority of the clients chronically distrustful of therapy, angry at 
being exploited, and with even lower self-esteem than when they began therapy. Pope 
(1989) investigated a sample of women who had been exploited by their therapists. He 
reports that most of them experienced profound depressive and suicidal feelings. 
Several were hospitalised, some involuntarily, some almost continuously for as long as 
two to four years. Many failed to respond to a range of pharmacological interventions 
and three failed to respond to electroconvulsive therapy. There was also deterioration 
in intimate relationships as well as family and marital breakdowns. Some previously 
highly functional women were unable to resume work. Most of them, also, sought 
further therapy which often required several years, including a long period before trust 
could be re-established.
It is important to note here that these research results must be viewed as tentative, 
since very often the samples of the relevant studies are small, possibly self selected 
and therefore not representative, or there is a lack of appropriate control groups. 
Indeed, many writers have criticised the therapist-client sexual relationships literature 
on both conceptual and methodological issues (Pope & Bouhoutsos, 1986). Therefore, 
it seems that there is a need for more ‘scientific’, evidence based research methods to 
be employed, in order for the research data to be more credible.
Pope (1989) formulated a clinical syndrome - the therapist-client sex syndrome -
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which comprises ten ‘major damaging aspects’ for the client. These are: 1) 
Ambivalence in the client’s feelings towards the therapist, and in whether or not this 
should be disclosed; this may include investing the therapist with a parental or even 
Godlike authority; 2) Guilt, the mistaken feeling that this was somehow the client’s 
fault; 3) Emptiness and isolation; 4) Sexual confusion, in that the therapist might have 
sexualised issues that were originally non-sexual, for example, responding to the need 
for physical comfort with a sexual intervention; 5) Impaired ability to trust, as once 
trust has been betrayed, the client will be fearful of investing it again; 6) Identity and 
role reversal, in that the client may feel responsible for the therapist’s feelings and 
actions, and become the therapist’s therapist; 7) Emotional lability or dyscontrol, the 
tendency to feel strong and varied emotions in inappropriate, unsupportive situations; 
8) Suppressed rage; 9) Increased suicide risk; and 10) Cognitive dysfunction, for 
example the inability to concentrate, preoccupation with what has happened, 
flashbacks, etc.
Sometimes, however, it is the client who feels the sexual attraction most strongly and 
who clearly takes the initiative in attempting to seduce the therapist. In these 
circumstances therapists need, according to Bond (1993), to clarify their role. Rather 
than comply with the client’s overtures, it is better to acknowledge openly what 
appears to be happening and to explore what the client wants from a sexual 
relationship with the therapist. It is strongly believed here that if this situation is 
handled well, it can mark the movement into a new phase in therapy, where both the 
client and the therapist will feel able to discuss their feelings about each other more 
directly. It can be a time when clients are willing and able to disclose more frankly 
personal needs which are not being met elsewhere in their lives.
REACTIONS TO SEXUAL FEELINGS IN  THERAPY
Clearly, therapists will at times have sexual feelings for their clients. It is argued here 
that therapists need to acknowledge that they are human in their capability of feeling 
sexual attraction to clients; of course, they need also to acknowledge the important
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distinction between experiencing sexual attraction and acting inappropriately on that 
attraction. Taylor (1989) suggests that there are warning signs which can indicate that 
one has or is developing special feelings for a client. He lists ten ‘danger signals’: 
deviation from normal treatment practices, special privileges for the client, contact 
outside the office, written correspondence, gifts, billing concessions, revelations of 
personal information about the therapist, inconsistencies in record keeping, physical 
contact and unusual expressions of personal feelings for the client.
Looking at the data, it can be argued that it is an indisputable fact that sometimes 
therapists experience a powerful sense of sexual attraction towards a client. The desire 
to move into a sexual relationship may be enormous. In a survey made by Pope and 
Spiegel (1986) it was found that 87% of 575 psychotherapists (95% of men, 76% of 
women) revealed that they had been attracted to their clients, at least on occasion. In a 
more recent study Rodolfa et al. (1994) found similarly that 88% of psychologists 
(94% men and 81.3% women) had been sexually attracted to at least one client. The 
respondents in this survey were asked to list the client characteristics that elicited 
feelings of sexual attraction. Sixty three percent of respondents reported physical 
attractiveness as the primary characteristic that elicited feeling sexually attracted to a 
client. Other client characteristics reported to elicit feelings of attraction included 
positive mental-cognitive traits (31%), the positive character of the client (15%), the 
sexual nature of the client’s presentation (10%), the kind nature of the client (10%), 
and a vulnerable presentation by the client (9.5%). However, as Pope et al.(1993) 
stress, the historic tendency to treat sexual feelings as if they were taboo, has made it 
difficult for therapists to recognise, acknowledge, and accept the attraction or arousal 
they may experience. The lack of adequate research, theory, and opportunity to discuss 
such feelings, has created a context in which the occurrence of these feelings may 
evoke other responses that are difficult for therapists to identify, explore and 
understand. The whole area, having remained relatively unacknowledged and 
unexplored, the taboo nature of the content provides an unfamiliar, somewhat sinister 
context for the therapist’s experience of sexual attraction, arousal or desire.
A reasonable question that rises from this discussion is how do psychologists manage
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these feelings of sexual attraction, when they occur? Stake and Oliver (1991) found in 
a survey that approximately 50% of psychologists sought supervision or consultation. 
They also found that 19% discussed their feelings with their own therapists. In another 
survey, 60% of the respondents reported that they had sought supervision or 
consultation to discuss their feelings of attraction, 27% said that they had not sought 
supervision or consultation, and 13% failed to answer (Rodolfa et al., 1994). The same 
authors indicate that therapists sought consultation or supervision because they were 
concerned for client welfare, felt that they had lost their objectivity, or desired to gain 
a better understanding of their attraction. A number of the respondents who did not 
seek consultation reported that they were fearful of a negative supervisor reaction or 
that anxiety or shame inhibited their desire to speak with their supervisor.
In light of this, it would be useful to look at some of the therapist’s frequent reactions 
to sexual feelings in therapy. Among the most typical reactions to sexual feelings in 
therapy, according to Pope et al., (1993) are the following: Surprise and shock (this 
reaction seems understandable if we consider that this kind of feelings have been 
denied and discounted by the majority of therapists), guilt (as it is the historical 
tendency of the profession to treat therapist’s sexual feelings as taboo), anxiety about 
unresolved personal issues (questions and worries about marital fidelity, anger about 
unmet emotional needs, such as loneliness or childlike dependency), fear o f losing 
control (which has to do with the fear that the therapist will stop providing effective 
therapy and harm the client through sexual exploitation), fear o f being criticised 
(therapists who encounter their own sexual feelings in therapy may be afraid to 
disclose them to anyone else, even the most trusted supervisors, consultants or 
colleagues as they may fear that they will react critically, questioning the therapist’s 
motivation, attitudes and behaviour), frustration at not being able to speak openly 
(feelings of sexual attraction, arousal and desire are such powerful and immediate that 
it can be frustrating not to share them with the person who evokes them), confusion 
about boundaries and roles (the therapist may forget him/herself in the relationship 
and lose sight of his or her role as an agent of change, as one who is there to help and 
not to be helped), confusion about actions (therapists experiencing sexual attraction 
with a client may become confused about actions, the client’s or their own; they can
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misread, for example, any changes in the way the client dresses or talks, and perceive 
them as signs of sexual attraction and desire from the part of the client).
ETHICAL ISSUES
The prohibition against sex with clients has probably been the clearest and the most 
publicised explicit proscription in all ethical codes of the mental health professions. 
Many professional groups and registration boards recently introduced or revised codes 
in order to explicitly prohibit sexual relationships with clients. To be more specific, 
the BAC Code of Ethics and Practice, in its revised version (1990) states:
2.2.5. Counsellors are responsible for setting and monitoring boundaries between the 
counselling relationship and any other kind of relationship, and making this 
explicit to the client.
2.2.6. Counsellors must not exploit their clients financially, sexually, emotionally or 
in any other way. Engaging in sexual activity with the client is unethical.
Similarly, The Code of Conduct for the British Psychological Society states that 
members: “shall...not exploit the special relationship of trust and confidence that can 
exist in professional practice to further the gratification of their personal desires” 
(1985: 5.2). As far as the overseas codes of ethics is concerned, the Code of 
Professional Conduct of the Australian Psychological Society (1986, p.6) states that 
“psychologists must avoid dual relationships that could impair their professional 
judgement or increase the risk of exploitation” and that “personal sexual relationships 
between psychologists and clients are unethical”.
Similarly, the American Psychological Association (APA, 1992) states that 
psychologists “do not engage in sexual intimacies with current patients or clients” 
(Principle 4.06), and “do not engage in sexual intimacies with a former therapy patient 
or client for at least two years after cessation or termination of professional services” 
(Principle 4.07). The Code also prohibits psychologists from providing therapy to 
“persons with whom they have engaged in sexual intimacies” (Principle 4.06) (Seto,
1995).
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Definitions
The prohibition of sexual activity with current clients has, however, raised the 
question of what can and what cannot be considered to be a sexual activity. The phrase 
implies that it extends beyond sexual intercourse involving penetration to include 
other behaviours such as kissing, fondling, etc. But where is the boundary in hugging 
and kissing, for example, which are activities which may, or may not have an obvious 
sexual component? Bond (1993) suggests that the term ‘sexual activity’ covers many 
different categories of activity. Three are of particular concern when they arise in a 
counselling relationship: a) Sexual assault implies a deliberate attempt to force a client 
into sexual activity against their will. It is considered to be a criminal offence; b) 
Sexual abuse may involve force, but is more likely to be manipulation into sexual 
activity under the pretence that it will be therapeutic. It is characteristic of abuse that it 
involves an abuse of power; and c) Sexual harassment is deliberate or repeated 
comments, gestures or physical contacts which are unwanted by the recipient, or 
expressed in a relationship where the recipient is in a less powerful position than the 
person making them.
Gutheil and Gabbard (1993) define sexual misconduct in the therapy relationship as an 
extreme boundary violation, but believe that if structural aspects of the client-therapist 
relationship such as time, space, money, clothing, language are violated, its crossing in 
itself may represent an ethical violation. The legal term applied to the sexualisation of 
a therapeutic relationship, according to Solursh et. al., (1993), is ‘undue familiarity’. 
Major role boundary violations and the violation of fiduciary trust are central to this 
concept. ‘Undue familiarity’ includes sexual touching, fondling, kissing and erotic 
acts, including of course intercourse.
LEGAL ISSUES
During the last decade, significant changes have occurred in licensing boards, 
legislation, and professional counselling organisations. Shimberg (1986) argued that it 
is not enough to “promulgate ethical codes of conduct unless there are also
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mechanisms to deal with those who do not adhere to them” (p. 119). In the last decade, 
ethical standards have been given more weight in the form of professional counsellor 
licensure laws, especially in the States. Jorgenson et al. (1991) report that at least 
seven American states have passed laws making sexual contact with a client a criminal 
offence for therapists. As an example of the maximum possible penalties, a therapist 
who has sexual intercourse with a client in Minnesota commits a felony punishable by 
up to 10 years in prison, a fine up to $20,000, or both. In Australia, the Citizen’s 
Commission on Human Rights has suggested that therapists who have sex with their 
clients should be subject to criminal charges and the same jail sentence as rapists 
(Galletly, 1993).
Nevertheless, arguments have been made for and against the criminalisation of 
therapist-client sexual contact. Proponents have argued that criminalisation will serve 
as a deterrent for therapists, provide an additional avenue of redress for clients, and 
offer society a way of dealing with unlicensed therapists. Opponents’ argument is that 
criminalisation will make offending therapists less likely to seek help on their own, 
inhibit therapists thinking about reporting a colleague who may be in ethical violation, 
and interfere with civil actions by voiding malpractice coverage that specifically 
excludes criminal acts. However, it would seem that the latter suggestions are closer to 
reality, since one of the strongest arguments for criminalisation, that it will provide an 
additional avenue of redress for exploited clients has not been empirically supported. 
On the contrary, it has been noted (Strasburger et al., 1991) that, since 1976, over 1600 
clients who were sexually exploited by their therapist have been seen at the Walk-in 
Counselling Center in Minneapolis, Minessota, but only nine cases had been 
prosecuted during that period. Indeed, as Galletly (1993) stresses, clients are generally 
reluctant to complain, because of shame, guilt and ambivalence. They often expect not 
to be believed, as they have been mentally ill and are making allegations about a 
person of high professional status. She also mentions that there may also be fear of 
public disclosure of intimate personal history, stressful cross examination and media 
publicity, all of which may impact not only on the clients, but on their family members 
as well.
Thus, it is suggested here that to establish punishment through criminal proceedings as
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the best means to handle therapists who become unduly familiar with their clients 
seems ineffective. Rather, it is argued that prevention, and not ‘postvention’, should be 
the focus of the relevant stakeholders, and is something that has to be considered from 
the early stages of a therapist’s ‘career’, that is his/her training.
TRAINING IMPLICATIONS
It should be noted here that half of the respondents in the surveys mentioned above 
(Pope & Spiegel, 1986; Stake & Oliver, 1991; Rodolfa et al., 1994) reported that they 
had not received any education about sexual attraction during their training, and 51% 
had not received training during their internship. When training did occur, it primarily 
occurred during supervision, rather than during a structured seminar or class. 
However, it is proposed here that the most salient implication of what has been found 
in the literature is a need for increased emphasis, in psychology education programs, 
on the topic of dual relationships. Gutheil and Gabbard (1993) agree that 
psychotherapists must become educated about the complexity of the issue, so that they 
are able to monitor their own behaviour and avoid departing from what is considered 
“usual practice”. Similarly, Hankins et al. (1994) suggest that the prevention of client- 
therapist sexual involvement should begin during the training of clinical practitioners; 
they stress that issues regarding boundary violation should be incorporated in the 
curriculum and become part of the ongoing supervision of trainees. Pope et al (1993) 
suggest that a successful training approach must first of all acknowledge the value of 
honest, serious discussions about therapists’ attraction to clients. They argue that 
therapists, and therapists in training must be acknowledged as fully human, as capable 
of feeling sexual attraction to those to whom they provide professional services. In an 
article in the Psychologist, Garrett (1998) proposes that educational programs for 
psychologists should aim to provide a supportive environment within which 
therapists-in-training can consider their own impulses which might tempt them into 
unethical dual relationships.
Vasquez (1988) offered a description of training strategies that include knowledge, 
self-awareness, a programme climate that encourages value development, and
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appropriate faculty behaviour. She proposed that “A successful training programme 
will provide a safe environment in which the value of honest and forthright
discussions of sexuality and sexual attraction, sexual socialisation issues, and other
relevant topics may be explored” (p. 240). More specifically, she encouraged the use 
of didactic presentations and professional resources (e.g. relevant books, articles) 
group discussions and exercises and the provision of safe and supportive environment. 
She indicates that didactic presentations could focus on many topics, such as factors 
that increase a therapist’s vulnerability to becoming sexually involved with clients, the 
potential damage for clients, transference and countertransference, and strategies for 
coping with potential sexual dilemmas. Furthermore, one helpful exercise could have 
trainees view and then discuss videotapes of actors in scenarios, such as a client 
disclosing sexual contact with a previous therapist or a therapist behaving
problematically during the session, in terms of his/her speech or body language.
Solursh et al. (1993) encourage their trainees to discuss these feelings with their 
supervisors and their peers, so that the trainee can better understand what is going on 
in the therapeutic relationship and how they can handle their feelings non-sexually, so 
as not to jeopardise that relationship. More interestingly, they offer their trainees full- 
day workshops on the topic of therapist-client sexual attraction, with discussion and 
role-plays of how to handle potentially dangerous situations.
CONCLUSION
This review has attempted to address the issue of the sexual exploitation of clients in 
therapy, which often occurs as a result of an abuse of power from the part of the 
therapist (Masson, 1994). Furthermore, it has attempted to throw light on the possible 
effects that such behaviour entails for clients. It is a fact that over the last decade there 
is an increase in reporting of such incidents, as well as an increasing recognition that 
all mental health professionals may potentially be the perpetrators of abuse or 
exploitative practice. The topic of dual relationships encompasses complex, difficult, 
and controversial issues. Yet the importance for therapists (and particularly therapists- 
in-training) to challenge themselves and their colleagues to explore further this issue is
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more than obvious; the consequences of ignoring such challenges could be destructive 
to the integrity of the profession itself, and harmful to the people it serves. In this 
review, special emphasis has been put on the need for training of therapists on these 
issues. It might be tempting for training courses to offer as a solution to the occurrence 
of sexual feelings in therapy the simplistic idea that one says ‘no’ to all forms of 
possible temptations. However, it is argued here that a more realistic and adaptive 
training approach should recognise the inevitability of being sexually attracted to a 
client at some point in one’s professional career. Making explicit the consequences of 
acting on such feelings and enabling trainees to find more appropriate ways to deal 
with their feelings are aspects that should be considered to be central to any training 
programme for mental health therapists.
Thus, it seems that the remedy for the power imbalance as well as the power abuse 
that can result from it could be effected by therapists having greater awareness of their 
own contribution to it and so become more effective. It has to be acknowledged that 
therapists are in a position where clients can be abused, either purposefully, or 
inadvertently. Therefore, they should be particularly sophisticated in knowing how to 
deliver their therapeutic presence, having of course acquired specific skills around the 
areas of empathy and knowing how one is seen by a client.
It is quite understandable that many psychologists and trainees may be uncomfortable 
about discussing therapist-client sex, perhaps because of embarrassment or concern 
about its impact on the profession’s image and status. However, as Seto (1995) 
stresses, public mistrust and anger because of the perceived abuse of power by 
therapists who have sex with their clients demands our individual and collective 
attention. Effective responses to the problem of therapist-client sex are likely to 
enhance the profession’s public standing, and more importantly would meet our 
ethical and professional responsibilities to our clients and to society. Many are likely 
to find encouraging that the issue of dual sexual relationships in therapy has been 
increasingly addressed over the last decade. There is, however, still a long way to go 
toward a fuller understanding and the prevention of this phenomenon.
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Empirical Research; Counselling Psychologists’ Experiences of Sexual
Attraction toward Their Clients: Impact on the 
Therapeutic Process.
Abstract
This study has attempted to address Counselling Psychologists’ experiences of sexual 
attraction to their clients, by exploring the incidence of this phenomenon, the reaction 
that it provokes to therapists, the way they manage their feelings, and the potential 
impact of their sexual attraction on the therapeutic process. It was hypothesised that 
sexual attraction toward clients is frequently occurring in the therapeutic encounter, 
and that these feelings may have a positive impact on the therapeutic process; also, it 
was hypothesised that the disclosure of these feelings to the client may lead to a 
positive therapeutic outcome. A cover letter, an information sheet, a consent form, a 
questionnaire and a return addressed envelope were sent to the 286 Chartered 
Counselling psychologists included in the 1998 Register. The results showed that 
significantly more therapists were attracted to at least one client than not. Furthermore, 
half of the respondents who reported attraction to clients found that their feelings had 
a positive impact on the therapeutic process. Therapists who had disclosed their 
feelings to their clients found significantly more frequently that the impact of their 
sexual attraction had been positive on the therapeutic process (87.5%), than therapists 
who did not disclose their sexual attraction (47.1%). It is suggested that it may be 
helpful for counselling psychologists who experience sexual feelings in therapy, to 
recognise that they are not alone, that this phenomenon occurs generally more 
frequently than it used to be considered, and that many therapists are or have felt 
uncomfortable about these feelings themselves and the prospect of speaking out about 
them.
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1.1 Introduction
LITERATURE REVIEW
Although there is considerable information about the incidence and consequences of 
sexually intimate relationships between therapists and clients, there is very little 
documentation of the extent to which sexual attraction occurs in therapy, especially 
from the part of the therapist, how such feelings are handled, and what the effects on 
the therapeutic relationship are. A recent review summarises the relevant research on 
this topic (Giovazolias & Davis, 1999)
Looking at the literature, it can be argued indeed that sometimes therapists experience 
a powerful sense of sexual attraction towards a client. The desire to move into a sexual 
relationship may be enormous. In a survey by Pope et al. (1986), it was found that 
87% of 575 psychotherapists (95% of men, 76% of women) revealed that they had 
been attracted to their clients, at least on occasion. In a more recent study Rodolfa et 
al. (1994) found similarly that 88% of psychologists (94% men and 81.3% women) 
had been sexually attracted to at least one client. The respondents in this survey were 
asked to list the client characteristics that elicited feelings of sexual attraction. Sixty 
three percent (63%) of respondents reported physical attractiveness as the primary 
characteristic that elicited feeling sexually attracted to a client. Other client 
characteristics reported to elicit feelings of attraction included positive mental- 
cognitive traits (31%), the positive character of the client (15%), the sexual nature of 
the client’s presentation (10%), the kind nature of the client (10%), and a vulnerable 
presentation by the client (9.5%). However, as Pope et al. (1993) stress, the historic 
tendency to treat sexual feelings as if they were taboo has made it difficult for 
therapists to recognise, acknowledge, and accept the attraction or arousal they may 
experience. The lack of adequate research, theory, and opportunity to discuss such 
feelings has created a context in which the occurrence of these feelings may evoke 
other responses that are difficult for therapists to identify, explore and understand. The 
whole area, having remained relatively unacknowledged and unexplored, the taboo
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nature of the content provides an unfamiliar, somewhat sinister context for the 
therapist’s experience of sexual attraction, arousal or desire.
When the subject of therapist-client attraction has been addressed in the literature, the 
discussion has been almost exclusively in terms of transference and 
countertransference.
Thus, within the psychoanalytic framework, a therapist’s attraction to a client was 
originally seen as a reaction to the client’s transference. Freud (1915) stressed that the 
client’s transference must be understood as a specific therapeutic phenomenon not 
identical to the experience of ‘falling in love’ as it occurs outside the context of 
therapy. According to Freud (1915) the therapist must recognise that the client’s 
falling in love is induced by the therapeutic situation and is not to be ascribed to the 
charms of his/her person, that he/she has no reason whatsoever therefore to be proud 
of such a ‘conquest’, as it would be called outside therapy. In other words the 
countertransference that Freud felt the therapist must be warned against was a reaction 
to the client’s transference rather than to the client him/herself.
The classical view of countertransference, as first set forth by Freud, became the 
predominant view. The proponents of this view are numerous; Greenson (1967) 
stressed that “...errors due to countertransference arise when the analyst reacts to his 
patient as though the patient were a significant person in the analyst’s early history. 
Countertransference is a transference reaction of an analyst to a patient, a parallel to 
transference, a counterpart of transference” (p. 348).
The development of this conceptualisation regarding countertransference had a 
number of implications for the conceptualisation of the therapist’s attraction to the 
client. First, because countertransference represented the therapist’s own transference, 
the therapist was involved in a distortion (seeing the client in terms of a figure or 
conflict from the therapist’s past) of which he/she was unaware. Second, because the 
countertransference was an inappropriate or irrational response to the client’s 
transference, the therapist was, in effect, ‘mishandling’ the transference phenomenon. 
As a result, a therapist’s attraction to a client became, almost by definition, a
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therapeutic error, something to hide and to be ashamed of.
Yet, as Hedges et al. (1997) suggest, sexuality is central to human existence, and 
therefore it is central to the therapeutic process. The authors very clearly state that 
whether we are comfortable with it or not, our task as therapists is to be present with 
our feelings as well as our awareness, when such issues emerge in the relationship. 
According to them, the necessity of such an awareness is apparent and unarguable, and 
the avoidance of sexual feelings in the therapeutic process is often due to a generalised 
fear of any countertransference feelings. Similarly, Tower (1988) argues that fantasies 
and feelings toward clients are profuse in all of us, and are now fairly generally 
accepted especially where they overlap reality-based considerations. She adds that 
almost all the rational and irrational feelings that we can have toward people in our 
daily lives, we may at times experience toward our clients.
Reticence around sexual countertransference may be reflected in the paucity of writing 
on the subject. Gorkin (1987) stresses that “in spite of the burgeoning interest in 
countertransference issues, scant attention has been paid in the literature to the 
therapist’s sexual feelings and fantasies towards patients” (p. 108). Indeed, this fact 
seems very natural, taking into account that if sexual feelings toward clients are too 
difficult to acknowledge, then surely it would be considered risky for someone to 
expose him/herself in writing about such responses in the therapeutic process.
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1.2 Impact of Sexual Attraction to the Therapeutic Process
Lucia Tower (1956) provides a rare exception in writing on this matter. She 
characterises the tone of the-mainly-psychodynamic literature in this area as 
“embarrassing, forbidding” and fearful of being “indecently self-revealing” (p.232). 
She goes on to say that “various forms of erotic fantasy and erotic countertransference 
phenomena of a fantasy and affective character are in my experience ubiquitous and 
presumably normal” (p.232). She also suggests that the patient’s experience of the 
analyst’s countertransference is itself therapeutic.
Furthermore, Tauber (1988) argues that countertransference phenomena (including 
therapist’s sexual attraction) may under certain circumstances evoke new material 
concerning the client, the therapist or the relationship, and that they may be used 
therapeutically to increase mutual spontaneity.
Indeed, the work of other writers (Winnicott, 1949; Heimann, 1950; Little, 1951) has 
formed the impetus, over the last few decades, for a substantial literature asserting that 
countertransference, correctly managed, is a valuable therapeutic resource. Rodolfa et 
al. (1994) in a study concerning the management of therapists’ sexual feelings in 
therapy, found that forty-eight percent (48%) of the respondents indicated that their 
sexual attraction had been beneficial to the psychotherapy process in at least some 
instances.
These therapists noted that the beneficial aspects included enhanced empathy for the 
clients, increased awareness of transference and countertransference reactions, and 
increased awareness of clients’ non-verbal behaviours. In another study (Pope et al., 
1986) 63% of psychologists reported that their sexual attraction to clients had been 
beneficial to the therapy process in at least some instances, although the nature of 
these benefits was not specified.
Along the same lines, Maroda (1991) indicates that when sexual feelings are not 
defensive, but rather a reflection of the therapist’s true feelings, it is likely that they 
will be transient and manageable. This, according to the author, does not mean that 
they will not be intense at times. However, it is suggested that if the therapist is not in
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conflict regarding these feelings, they should be as manageable as any other feeling 
and not pose a threat to the treatment.
1.3 Reaction to attraction
In light of this, it would be useful to look at some of the therapists’ frequent reactions 
to sexual feelings in therapy. Among the most typical reactions to sexual feelings in 
therapy, according to Pope et al. (1993) are the following: surprise and shock (this 
reaction seems understandable if we consider that these kinds of feelings have been 
denied and discounted by the majority of therapists), guilt (as it is the historical 
tendency of the profession to treat therapists’ sexual feelings as taboo), anxiety about 
unresolved personal issues (questions and worries about marital fidelity, anger about 
unmet emotional needs, such as loneliness or childlike dependency), fear o f losing 
control (which has to do with the fear that the therapist will stop providing effective 
therapy and harm the client through sexual exploitation), fear o f being criticised 
(therapists who encounter their own sexual feelings in therapy may be afraid to 
disclose them to anyone else, even the most trusted supervisors, consultants or 
colleagues as they may fear that they will react critically, questioning the therapist’s 
motivation, attitudes and behaviour), frustration at not being able to speak openly 
(feelings of sexual attraction, arousal and desire are so powerful and immediate that it 
can be frustrating not to share them with the person who evokes them), confusion 
about boundaries and roles (the therapist may forget him/herself in the relationship 
and lose sight of his or her role as an agent of change, as one who is there to help and 
not to be helped), confusion about actions (therapists experiencing sexual attraction 
with a client may become confused about actions, the client’s or their own; they can 
misread, for example, any changes in the way the client dresses or talks, and perceive 
them as signs of sexual attraction and desire on the part of the client).
It is evident from the above that the majority of the therapists’ reactions are 
characterised by distress. It can be argued that this distress may result from a lack of 
acceptance of these feelings or may be due to the lack of appropriate behavioural 
responses. However, the intimate nature of the psychotherapy process requires that
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therapists be educated to deal competently with sexual feelings that naturally arise 
during phases of psychotherapy. It seems that therapists who do not accept their 
feelings will be inadequately prepared to use them appropriately and effectively in 
therapy. Indeed, unrecognised, misunderstood, or inappropriately handled, sexual 
feelings in psychotherapy may lead to a variety of unintended and anti-therapeutic 
outcomes. Therapists’ misconduct is the most extreme and destructive of the 
spectrum. Other unintended outcomes in response to sexual stimulation in the 
countertransference include therapeutic impasses, guilt and isolation, and therapists’ 
withdrawal or over-involvement in the therapeutic process (Pope et al. 1993). On the 
other hand if they are properly understood, these feelings can lead to deeper self- 
knowledge and growth on the part of therapist and client. Therefore, competent 
handling of sexual feelings must be communicated, to allow therapists use the 
dynamics involved in the therapist-client attraction to aid the therapeutic process. It 
would seem that the profession of psychology would benefit from a careful 
examination of the attraction therapists may sometimes experience for their clients.
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1.4 Management of feelings
A reasonable question that rises from this discussion is how do psychologists manage 
feelings of sexual attraction, when they occur? Stake and Oliver (1991) found in a 
survey that approximately 50% of psychologists sought supervision or consultation. 
They also found that 19% discussed their feelings with their own therapists. In another 
survey, 60% of the respondents reported that they had sought supervision or 
consultation to discuss their feelings of attraction, 27% said that they had not sought 
supervision or consultation, and 13% failed to answer (Rodolfa et al., 1994). The same 
authors indicate that therapists sought consultation or supervision because they were 
concerned for client welfare, felt that they had lost their objectivity, or desired to gain 
a better understanding of their attraction. A number of the respondents who did not 
seek consultation reported that they were fearful of a negative supervisor reaction or 
that anxiety or shame inhibited their desire to speak with their supervisor. Indeed, as 
Pope et al. (1993) report, this inhibition may be intensified by the fear that the 
supervisor will react critically, calling into question the therapist’s motivation, 
attitudes and behaviour. In that sense, the therapist may fear that breaking silence on 
this topic opens the door to more focused and perhaps even intrusive questioning 
about his/her sexual beliefs, development, experiences, orientation, desires and 
conflicts. The authors add that another reason could be the belief-on the part of the 
therapist-that sexual feelings aroused in therapy may increase the chances that a client 
might file a false complaint against him/her. Moreover, they suggest that the therapist 
may believe that disclosing such feelings to a supervisor may somehow be harmful in 
the future by providing ‘evidence’ should the client provide a formal complaint.
1.5 Disclosure
Another issue that needs to be noted here is the issue of therapist’s disclosure of 
his/her feelings toward the client and the effect that such a disclosure may have on the 
therapeutic process. Overall, it has been argued (Miller, 1983) that disclosure leads to 
client awareness, insight, understanding, and constructive personal growth outside the 
counselling relationship. However, the author stresses that specific variables (i.e.
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content, duration, timing and client expectation) play a significant role in determining 
the overall effectiveness of the disclosure. It is suggested then that therapists should 
use disclosure discriminately; the frequency, length, relevance and personal 
significance of the disclosure must be taken into account. Miller seems to believe that 
when disclosures flow naturally from the therapist, the communication process is 
enhanced and may aid in discussing and solving problems.
To be more specific, the therapists who are experiencing sexual feelings toward their 
clients face the choice of whether to disclose them to them, and if so, in what way. 
Pope et al. (1993) suggested that if such disclosure is to be made, the clients’ welfare 
should be paramount and the disclosure should have a treatment rationale. One 
rationale might be that this could help the clients understand that one can have strong 
feelings for another and not act on them. Another rationale is that genuineness and 
self-disclosure are essential to the helping process.
The appropriateness and usefulness of self-disclosure by the therapist is an area that 
has been debated at length in the literature. The principal arguments against open 
communication of such data include the belief that disclosure is apt to burden the 
client or, alternatively, provide too great a gratification to him/her, and that it is 
therefore likely to confound the client’s transference to the therapist. In addition, it is 
suggested that whatever purpose is sought in disclosing such material, this can be 
attained by other means (e.g. by exploring the client’s fantasies about the therapist’s 
countertransference) and thus the disclosure is unnecessary and apt to reflect the needs 
of the therapist and not those of the client (Gorkin, 1987). In one of a few studies on 
this topic, Pope et al. (1987) found that a majority of psychologists they surveyed, 
considered it unethical to disclose erotic feelings to a client; it is very indicative that 
78% of that sample had never disclosed sexual attraction to their clients. In another 
study, Goodyear & Shumate (1996) reported that the condition of therapists’ 
disclosure of erotic feelings to their clients was evaluated as less therapeutic by a 
sample consisting of psychotherapists, than the non-disclosure condition.
On the other hand, there are those who advocate the-at least-selective disclosure of
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sexual attraction to clients. It should be noted here that the rationale for doing so is 
sometimes presented explicitly while other times it is merely implied. In general, the 
reasons for communicating these feelings are: a) the confirmation of the client’s sense 
of reality, b) the need to establish the therapist’s honesty and genuineness, c) the need 
to establish the human role of the therapist and to confirm the generality of 
transference, thereby enabling the client to accept more easily his/her own 
transference, d) the need to clarify both the fact and the nature of the client’s impact 
on the therapist, and on other people in general and e) on some occasions, the need to 
end a treatment impasse or break through a deep rooted resistance (Bollas, 1983)
1.6 Aims-Obiectives
In light of all the above and based on the literature presented, the present study aims 
primarily to address counselling psychologists’ experiences of sexual attraction 
towards clients, their reaction to these feelings, the way they manage them, and the 
perceived effect of such feelings on the therapeutic process. Furthermore, it is 
concerned with the issue of disclosure of therapists’ attraction to clients, the reason(s) 
that therapists choose to communicate (or leave unspoken) their feelings to their 
clients and the perceived impact of the disclosure on therapy. More specifically, it is 
hypothesised that sexual attraction toward_ clients is a significant occurrence in the 
therapeutic encounter, and that these feelings may have a positive impact on the 
therapeutic process; also, this study aims to test the hypothesis that the disclosure of 
these feelings to the client may lead to a positive therapeutic outcome.
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2. METHODOLOGY
2.1 Participants
The sample of the study consisted of UK Chartered Counselling Psychologists, who 
are currently in practice, either in various NHS Trusts, or in independent or private 
practice. The practitioners were recruited from the Register of Chartered Psychologists 
and were contacted by mail. The reason for choosing this group was primarily because 
no study so far has focused particularly on this population, as very often psychologists 
have been seen collectively and have been referred to as ‘therapists’; another reason 
has to do with the relevance as well as with the contribution that this study aims to 
make to the developing profession of Counselling Psychology.
2.2 Measure
A cover letter, an information sheet, a consent form, a questionnaire (see Appendix 1) 
and a return (freepost) addressed envelope were sent to the 286 Chartered Counselling 
psychologists included in the 1998 Register. A pilot study of two Counselling 
Psychologists, conducted before that, provided useful feedback in terms of the 
wording as well as the clarification of some questions. The anonymous questionnaires 
were numbered in the order received and transferred to a data file for statistical 
analysis. However, after the initial collection of the data, it was decided that a 
reminder (see Appendix 1) would be sent to all participants in order to increase the 
response rate. Indeed, the response rate was increased by 12% (to 45%) after the 
reminders were sent to the participants.
The questionnaire consisted of 11 structured and 3 open-ended questions, and 
requested respondents to provide information about their gender, age group and years 
of experience in the field and their incidence of sexual attraction to clients. In order to 
increase the generalisability of the study, the participants were asked to focus and
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describe their most recent experience of sexual attraction to a particular client. On this 
matter, Ladany et al. (1997) have suggested that the generalisation of the results to 
specific therapist-client interactions is limited in other studies on the same topic, 
because of the manner in which the information was elicited; the authors in these 
studies assessed the sexual attraction process for all clients to whom a therapist had 
been sexually attracted instead of for a specific therapist-client interaction. In this 
study, by examining specific instances in which therapists felt sexually attracted to 
their clients, it was hoped that the issues under exploration would be addressed in 
greater depth.
Other information elicited through the questionnaire included the age and gender of 
the client to whom therapists had been sexually attracted; their first reaction to this 
experience; their beliefs about the client’s awareness of the attraction; whether they 
disclosed their attraction to the clients or not; how such feelings were managed; why, 
if relevant, respondents chose to refrain from acting out their attraction through actual 
sexual intimacies with clients; what sort of characteristics attracted them to the clients 
and the perceived impact of the attraction on the therapeutic process. In the last 
question, the participants were asked to elaborate on their answers, if they had 
responded with either ‘Positive’ or ‘Negative’ (impact).
As mentioned above, the questionnaire included three (3) open-ended questions, so 
that a more in-depth analysis on specific issues would be conducted. The three open- 
ended questions concerned the disclosure of the sexual attraction to clients and the 
reasons for having acted as they did, the management of these feelings and the ways in 
which therapists found their feelings beneficial or harmful to the therapeutic process. 
In these questions, a content analysis was performed in order to make the information 
more compatible to the statistical analysis.
The content categories that emerged from the analysis in these questions will be 
presented in the “Results” section. However, it should be mentioned here that the 
reliability of these categories was not tested; it is believed that in order to improve the 
power of the study, an inter-reliability check should be included.
According to Brenner et al. (1985), the overall purpose of the content analysis
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approach is to identify specific characteristics of communications systematically and 
objectively in order to convert the raw material into scientific data. As various patterns 
in the questionnaire were inaccessible through quantitative methods, and others 
demanded more quantitative analysis, it was felt that by this mixture a complete 
account of the research data could be provided. Bryman (1988) stresses that the 
presence of qualitative data may greatly assist the analysis of quantitative data, and 
vice versa, and therefore the integration of these two research traditions may lead to 
the generation of more adequate and indicative findings.
The quantitative data were subjected to descriptive analysis, as well as 
crosstabulations and chi-square tests in order to explore any relationships between the 
different variables.
All the information provided by the participants was kept strictly anonymous; no 
names appeared on any forms or questionnaires. Furthermore, the ethical approval 
from the university ethics committee (see Appendix 2) was obtained, before the 
commencement of the study.
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3. RESULTS
3.1 Demographic characteristics
*.
Of the 286 questionnaires, 15 were returned back undelivered, either because the 
addressee had not been found or had changed their address.
Completed questionnaires were returned by 122 respondents (45%). Of these, 49 (or 
40.2% of the sample) were men, and 73 (or 59.8% of the sample) were women. This 
figure differs from a similar-national-study in the US of Pope et al. (1986) including 
psychotherapists; their sample consisted mainly of men (58.5%). The figures obtained 
in the present study were compared with those from the population as a whole; there 
was no significant difference between the current sample and the total population (of 
which 43% are men and 57% are women), suggesting that the sample is similar with 
regard to gender ratio to the population on the Register.
Approximately half of the respondents (54.9%) in the present study were between the 
ages of 46 and 60. 2.5% were between 20 and 30; 30.3% were between 31 and 45 and 
12.3% were over 60 years of age. For purposes of statistical convenience, participants 
45 years of age and under are designated as the ‘younger therapists’ and those 46 and 
over are designated as the ‘older therapists’. 40 participants (32.8%) were younger 
therapists and 82 (67.2%) were older therapists.
As far as the years of experience in the professional field, 89 participants (73%) 
reported 10 years and over, 27 participants (22.1%) reported 6-10 years, and 6 
participants (4.9%) reported 1-5 years of experience. Again, for statistical purposes, 
the sample was divided into 2 groups according to their years of experience; those 
between 1 and 10 years of professional experience were designated as the ‘less 
experienced’ therapists and those with 10 and over, were designated as the ‘more 
experienced’ therapists. 33 participants (27%) were less experienced therapists and 89 
participants (73%) were more experienced therapists. 1
1 The SPSS Output of the statistical analyses is included in the Appendices of this study.
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3.2 Rate of Therapists’ Sexual Attraction to Clients
Only 27 (22.1%) of the 122 respondents reported never being attracted to any client. 
Significantly more therapists, then, were attracted to at least one client than not, 
(%2 (I, N  = 122) = 37.90, p < .005). Among the 95 respondents (77.9%) who were 
attracted, 39 respondents (41.1%) were males and 56 (58.9%) were females. It was 
also found that the frequency of sexual attraction to clients among male and female 
therapists was quite similar (males 79.6%, females 76.7%). 9 respondents (9.5%) 
reported being attracted to same gender clients. More specifically, same gender 
attraction was reported by 7 males (17.9% of the total male respondents) and 2 
females (3.6% of the total female respondents).
As far as the age of the respondents who reported at least one experience of sexual 
attraction, 34 (35.8%) were younger therapists and 61 (64.2%) were older therapists. 
In terms of years of professional experience, 25 respondents (26.3%) were less 
experienced therapists and 70 respondents (73.7%) were more experienced therapists. 
There was no statistically significant difference in the rate of sexual attraction with 
respect to therapists’ gender, age and years of experience; the highest significant was 
for age (% = 0.185, p  = 0.05), which suggests that these differences are not 
approaching statistical significance.
Most of the respondents (51.6%) who had been sexually attracted, had experienced 
this feeling occasionally (operationally defined as 3 to 10 times); 37.9% of the sample 
reported having been attracted rarely (operationally defined as 1 to 2 times) and a 
smaller proportion (10.5%) frequently (operationally defined as more than 10 times). 
Table 1 describes in detail the frequencies and percentages of therapists’ sexual 
attraction toward their clients.
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Table 1. Rate o f Therapists’ Sexual Attraction to Clients
Rarely (1-2 Clients) 36 37.9 37.9 37.9
Occasionally (3-10 Clients) 49 51.6 51.6 89.5
Frequently (10 + Clients) 10 10.5 10.5 100.0
Total 95 100.0 100.0
Respondents were also asked to provide information concerning the characteristics of 
the clients that elicited their sexual attraction. Many offered more than one 
characteristic; the more frequent responses included the physical attractiveness of the 
client (88 responses), the positive overall character and personality of the client (54 
responses) and the client’s positive mental and cognitive traits and abilities.
3.3 Therapists’ Reaction to their Sexual Attraction
The content analysis in the relevant question revealed that a large percentage of the 
respondents (39%) reacted with surprise, shock and feelings of guilt to their feelings 
of sexual attraction towards their clients. Female therapists were more likely to react 
in that way (37.5%) than male therapists (17.9%), although this was not a statistically 
significant difference. However, there was also a large proportion of the sample (45%) 
who ‘normalised’ their feelings and reacted in a more ‘positive’ way (i.e. 
acknowledgement of feelings/acceptance, consideration of attraction as a normal 
feeling).
Table 2 presents in detail the frequencies and percentages of therapists’ first reaction 
by male and female therapists.
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Table 2. Sex/Reaction - Crosstabulation
1 ! |
Sex Surprise/Shock Guilt Anxiety Interest
Curiosity
Acceptance Normal
Feelings
Male Count 5 2 5 1 8 12 39
% within 
Sex
12.8% 5.1% 12.8% 17.9% 20.5% 30.8% 100.0%
Female Count 15 6 3 9 11 12 56
% within 
Sex
26.8% 10.7% 5.4% 16.1% 19.6% 21.4% 100.0%
Total Count 20 8 8 16 19 24 95
% within 
Sex
21.1% 8.4% 8.4% 16.8% 20.0% 25.3% 100.0%
No differences were found with respect to therapists’ age and their first reaction to the 
experience of sexual attraction. However, less experienced therapists were found to 
react more often with shock and guilt (42.3%) than more experienced therapists 
(24.6%).
3.4 Management of Feelings
The content analysis in the relevant question showed that about half of the respondents 
(48%) brought the issue of their sexual attraction to their supervisor; 13.7% discussed 
it with their colleagues; 9.5% chose to bring their attraction to their own therapy and 
1.1% discussed it with their partner. However, there was a large proportion of the 
sample (27.4%) who did not raised this issue with anyone, but rather preferred to 
‘contain’ their feelings and work through them on their own. These findings are 
consistent with findings of previous studies (e.g. Stake & Oliver, 1991; Rodolfa et al., 
1994).
No differences were found with respect to the way respondents managed their feelings 
and their gender or years of professional experience. However, it seems that there is a 
tendency for older therapists to report more frequently their feelings of attraction to 
their supervisor (55.7%) than younger therapists (35.3%). Table 3 presents the 
frequencies and percentages of the management of feelings by the age of the therapist.
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Table 3. Age/Management - Crosstabulation
PWIWWWW!
Age Supervisor Did not 
discuss
Colleagues Partner Therapist
Younger Count 12 9 8 5 34
% within 
Age
35.3% 26.5% 23.5% 14.7% 100.0%
Older Count 34 17 5 1 4 61
% within
Age
55.7% 27.9% 8.2% 1.6% 6.6% 100.0%
Count 46 26 13 1 9 95
% within 
Age
48.4% 27.4% 13.7% 1.1% 9.5% 100.0%
Participants were also asked to indicate the reason for refraining (if relevant) from 
acting out their sexual attraction to their clients. As all respondents reported at least 
one reason for not engaging in intimate relations with their clients, it was presumed 
that no one had acted out his/her sexual feelings. However, as all answers are self 
reported statements, they can always be subjected to question concerning their 
accuracy.
Many respondents offered more that one reason; the most frequent was the belief that 
an actual sexual intimacy would be ‘unethical’ (76 responses, 80%). Another frequent 
reason (66 responses, 69.5%) was the belief that such a relationship would be 
damaging to the client. This result is consistent with previous findings (Pope et al., 
1986) where it was suggested that most of the respondents were considering the sexual 
contact with the client to be primarily unethical. However, the close examination and 
exploration of the issue of sexual intimacy between therapist and client has been 
addressed adequately in other studies (Solursh et al., 1993; Barnard & Herkov, 1994; 
Seto, 1995) and is beyond the scope of this study.
3.5 Disclosure of Sexual Attraction
Half of the counselling psychologists (50.5%) who were sexually attracted to their 
clients believed that their clients were unaware of the attraction. Another 38.9% 
reported that they were uncertain about their clients’ awareness of the attraction, and
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only 10.5% mentioned that their clients were aware of their feelings.
These findings are highly related to the following results concerning therapists’ 
disclosure of their feelings to their clients. The results revealed that the vast majority 
of the respondents (91.6%) did not raise their feelings of sexual attraction to their 
clients. Content analysis of the ‘negative’ answers of disclosure showed that 54% of 
this sample reported that doing so would have been “inappropriate” for the therapy, 
and 15% considered countertransferential feelings to be a “normal” part of therapy and 
therefore felt (apparently) no need to communicate them to their clients. Therapists 
who raised their feelings in therapy with the client reported that they did so because 
they believed this would be helpful for the therapeutic relationship as well as 
therapeutically valuable for the client. These findings are consistent with results of 
previous studies (Pope et al., 1987; Goodyear & Shumate, 1996) which reported that 
most of their participants had not disclosed their sexual attraction to their clients, as 
they considered it to be either unethical or dangerous for the therapeutic relationship. 
Thus, also from the findings of this study, it seems that the phenomenon of therapists’ 
sexual attraction is one that generally goes unmentioned in the psychotherapy 
relationship itself.
No differences were found between the disclosure/non-disclosure conditions and the 
gender, age and years of experience of the respondents.
3.6 Imnact on the Therapeutic Process
Respondents who reported attraction to clients were asked if sexual attraction toward 
clients had been either positive, negative or neutral for the therapeutic process. Half of 
the respondents (50.5%) reported a positive impact on the therapeutic process; 43.2% 
reported a neutral impact (neither positive nor negative) and only 6.3% reported a 
negative effect on therapy. Figure 1 is a graphical representation of the perceived 
impact of therapists’ sexual attraction on the therapeutic process.
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Impact of Sexual Attraction on the Ther/tic Process
Negative 6.3% —*
Neutral 43.2%
Positive 50.5%
Figure 1. Perceived Impact o f  Therapists9 Sexual Attraction on the Therapeutic
Process
No significant differences emerged between the gender and the age of respondents and 
the perceived impact of their sexual attraction on therapy. However, it appears that 
there is a tendency for less experienced therapists to consider their attraction as 
positive more frequently, than the more experienced therapists (less experienced 
therapists 61.5%, more experienced therapists 46.4%). Furthermore, all ‘negative’ 
responses were reported by the ‘more experienced therapists’ group.
The above finding concerning the impact of therapists’ sexual attraction on the 
therapeutic process confirms previous findings on this issue (e.g. Pope et al., 1986; 
Rodolfa et al., 1994); these studies found, similarly, that a large proportion of their 
sample reported a beneficial impact of therapists’ feelings on therapy (63% and 48% 
respectively) although the nature of the benefits was not specified, as noted above.
In this study, the respondents who reported that their sexual attraction had either a 
positive or negative impact on the therapeutic process were asked-in an open-ended 
question-to give further information regarding the ways in which their feelings had 
affected the therapy. A content analysis was conducted on the replies to this question
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and the answers were sorted in 4 main categories for the ‘positive’ answers and 3 
main categories for the ‘negative’ answers. Respondents of the ‘positive’ answers 
reported that their feelings increased their understanding of the therapeutic 
relationship as well as of the clients’ issues; that they became more interested in 
clients’ problems; that feelings enhanced their therapeutic work with the clients and 
generally increased their awareness about the different dynamics of the therapeutic 
encounter. On the other hand, respondents of the ‘negative’ answers reported that their 
feelings limited their ability to attend to clients’ needs, had a negative effect on the 
way they related to the clients and inhibited their interventions.
Of great interest was the finding concerning the interaction between the disclosure of 
the sexual feelings to the clients and the perceived impact of the attraction to the 
therapeutic process. The results indicated that therapists who had disclosed their 
feelings to their clients found significantly more frequently that the impact of their 
sexual attraction had been positive for the therapeutic process (87.5%), than therapists 
who did not communicate their sexual attraction (47.1%), (%2(1, N  = 122) = 6.663, 
p < 0.05). Table 4 presents in detail the frequencies and percentages of the interaction 
between the therapists’ disclosure of their feelings to the clients and the perceived 
impact of the attraction on the therapeutic process.
Table 4. Disclosure o f Feelings/Impact o f sexual attraction to the client on the 
therapeutic process - Crosstabulation
Neutral Positive Negative
Disclosure of 
feelings
Yes Count 7 1 8
% within 
Disclosure
87.5% 12.5% 100.0%
No Count 41 41 5 87
% within 
Disclosure
47.1% 47.1% 5.7% 100.0%
Total Count 41 48 6 95
% within 
Disclosure
43.2% 50.5% 6.3% 100.0%
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4. DISCUSSION
One important finding of this study is the fact that therapists, both males and females, 
often experience feelings of sexual attraction towards their clients in their therapeutic 
encounter. However, that sexual attraction is a common experience among male as 
well as female counselling psychologists is worth emphasising in several respects. 
First, the relevant literature to therapists’-clients’ sexual feelings often uses the 
pronoun he when referring to the therapist and the pronoun she when referring to the 
client, even if no other gender specification is provided. This fact implies incorrectly 
that the only therapists who experience sexual attraction to clients are men; it also may 
serve to place an even greater taboo upon the sexual attraction a female therapist may 
experience towards her clients and may thus cause or amplify the discomfort that very 
often accompanies this attraction.
The results concerning the clients’ characteristics that elicited therapists’ sexual 
attraction (i.e. physical attractiveness, positive overall character and personality and 
the client’s positive mental and cognitive traits and abilities) confirm previous 
findings (Pope et al., 1987) which suggested that these three characteristics are the 
most frequent ones in eliciting sexual feelings from the therapists. Sprecher & Hatfield 
(1985), having reviewed the research about the effects of physical attractiveness, 
discussed some of the possible explanations for the influence of this variable. Among 
others, they suggested that it may be simply that people have an innate preference for 
what is essentially pleasing, or that attractive people may also be ‘preferred’ because it 
is assumed that those who are physically attractive possess many other desirable 
qualities as well.
However, it seems that additional research is required on this issue, so that the effect 
of clients’ physical attractiveness on the therapists’ sexual attraction would be 
explored more in depth.
The finding that female therapists were more likely to react with surprise, shock and 
guilt to their feelings of sexual attraction may reflect broader socially constructed 
patterns, which discourage women’s acceptance of sexual attraction and depress the
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expression of such feelings. Sociobiologists take this argument further and suggest 
that patterns of dominance and aggressive behaviour in men, and nurturant, relational 
behaviours in women, have been selected over millennia and are now genetically 
encoded (Moir & Jessel, 1989).
However, as indicated earlier, there was also a large proportion of the sample (45%) 
who ‘normalised’ their feelings and reacted in a more ‘positive’ way (i.e. 
acknowledgement of feelings/acceptance, consideration of attraction as a normal 
feeling). This finding contradicts previous findings of other studies (Pope et al., 1986; 
Rodolfa et al., 1994) which suggested that the vast majority of therapists reacted in a 
more ‘negative’ way (e.g. guilt).
Hopefully, this current finding may indicate that therapists are gradually beginning to 
re-consider their attitude towards the so far neglected area of sexual attraction, by 
adopting a broader perspective on this issue. It also may suggest that there is a 
tendency for sexual feelings not to be considered as taboo, as they used to be until very 
recently (Pope et al., 1993).
The tendency of less experienced therapists to react more often with shock and guilt 
may reflect the widely accepted finding that the issue of therapist’s sexual attraction 
in therapy is not addressed adequately in training programs. Other researchers (e.g. 
Pope & Spiegel, 1986; Stake & Oliver, 1991; Rodolfa et al., 1994) have noted that 
about half of the respondents in their surveys had not received any education about 
sexual attraction during their training, or during their internship. Pope et al., (1993) 
suggest that a successful training approach must first of all acknowledge the value of 
honest, serious discussions about therapists’ attraction to clients. He stresses that 
therapists, and therapists in training must be acknowledged as fully human, as capable 
of feeling sexual attraction to those to whom they provide professional services.
The low percentage of therapists who reported a negative impact of their attraction on 
therapy (6.3%) contradicts the findings of other studies (e.g. Ladany et al., 1997) 
which proclaimed a tendency for therapists to report negative effects of their attraction 
on the therapeutic process. It also contradicts the traditional view that therapists’
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feelings (and more specifically, sexual feelings) are an impediment to the therapeutic 
process and therefore constitute a therapeutic error and something that should 
generally be ‘avoided’.
The finding concerning the impact of the ‘disclosure’ condition on the therapeutic 
process contradicts the idea that has been established from findings of other studies 
(e.g. Goodyear & Shumate, 1996) which suggested that therapists who disclose sexual 
feelings to their clients are perceived to be less therapeutic and less expert-even when 
in the context of boundary setting that would preclude action on those feelings. 
Furthermore, it challenges Gorkin’s (1987) viewpoint that any disclosure of sexual 
feelings has great potential for scaring the client extremely. The same author admitted 
to poor results when he had done so. Maybe at this point we should refer again to what 
Miller (1983) has noted concerning some specific variables (i.e. content, duration, 
timing and client expectation) that play a significant role in determining the overall 
effectiveness of the disclosure, and question the above author’s level of consideration 
of those aspects.
However, it should be mentioned here that the generalisability of this finding is limited 
due to the small number of respondents in the ‘disclosing’ condition (N  = 8). In 
addition to this, it can be argued that the hypothesis that when therapists disclose their 
attraction to their clients, this can lead to a positive therapeutic outcome, cannot be 
thoroughly tested simply by relying on data provided by therapists who might well have 
a vested interest in constructing this issue in a particular way. It is therefore believed 
that the relationship of these variables with the outcome of the disclosure in therapy is 
an area that does merit further inquiry, preferably of a qualitative nature.
Another limitation of this study can be considered the fact that it focuses solely on 
therapists’ perception of the issues under exploration. One could argue that the clients’ 
experience of their therapists’ sexual attraction as well as its disclosure might have 
been different from the reported experiences of this study. Although it would have been 
extremely difficult to obtain such research data, it should be taken into account that the 
research findings could be dissimilar. Furthermore, given the sensitive nature of the
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phenomenon under exploration in this study, it would have been useful a more clear 
definition of sexual attraction, since different people may attribute different meaning on 
the concept. This possibility may have increased the potential for misleading 
interpretations of the findings of this study.
£ CONCLUSION
This study has attempted to address the experiences of sexual attraction of a sample 
consisting of 45% of the UK’s Chartered Counselling Psychologists, by exploring the 
incidence of this phenomenon, the reaction that it provokes from therapists, the way 
they manage their feelings, and the potential impact of their sexual attraction on the 
therapeutic process. It was hypothesised that sexual attraction toward clients is 
significantly occurring in the therapeutic encounter, and that these feelings may have a 
positive impact on the therapeutic process; also, this study aimed to test the hypothesis 
that the disclosure of these feelings to the client may lead to a positive therapeutic 
outcome.
The results showed that significantly more therapists were attracted to at least one 
client than not, %2 (1, N  =122) = 37.90, p  < .0005; only 27 (22.1%) of the 122 
respondents reported never being attracted to any client. Furthermore, half of the 
respondents (50.5%) who reported attraction to clients found that their feelings had a 
positive impact on the therapeutic process; 43.2% reported a neutral impact (neither 
positive nor negative) and only 6.3% reported a negative effect. These findings support 
previous literature on this issue (e.g. Pope et al., 1986; Rodolfa et al., 1994) and make 
a small contribution to the growing literature concerning the exploration and 
‘normalisation’ of therapists’ sexual attraction toward their clients.
Moreover, the hypothesis concerning the impact of therapists’ disclosure on therapy 
was also confirmed from the results since they indicated that therapists who had 
disclosed their feelings to their clients found significantly more frequently that the
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impact of their sexual attraction had been positive on the therapeutic process (87.5%), 
than therapists who did not disclose their sexual attraction (47.1%).
As far as the management of their feelings of sexual attraction is concerned, about half 
of the respondents (48%) brought the issue to their supervisor; however, there was a 
large proportion of the sample (27.4%) who did not raise this issue with anyone, but 
rather preferred to deal with them on their own. Although it was beyond the objectives 
of the present study, it would have been interesting to gain some information regarding 
the reasons for not communicating these feelings.
In concluding, it needs to be noted that it may be helpful for counselling psychologists 
in practice who experience sexual feelings in therapy, to recognise that they are not 
alone, that this phenomenon occurs generally more frequently than it used to be 
considered, and that many therapists are or have felt uncomfortable about these 
feelings themselves and the prospect of speaking out about them. It also may be helpful 
to know that blocking out, suppressing, overriding or otherwise turning away from 
those feelings is likely to be counterproductive. However, when understood, sexual 
feelings in the therapeutic relationship can provide valuable information about the 
therapist’s inner issues, the treatment, or the internal world of the client and thus offer 
opportunities to creatively enrich the therapeutic process.
Pope et al. (1986) reported research suggesting that many graduate programs tend to 
inhibit or ignore this issue directly and adequately.
Here it is suggested then that educational programs should provide a safe environment 
in which therapists in training can acknowledge, explore and discuss feelings of sexual 
attraction. There can be no dispute that the profession of psychology will definitely 
benefit from a deeper exploration of this issue.
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APPENDIX 1 
STUDY INFORMA TION
1.1 Information Sheet for Volunteers
1.2 Consent Form
1.3 Questionnaire
1.4 Reminder
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School o f
Human
Sciences
Inforxnaticn Sheet f  or Volunteers
Dear Practitioner,
I am a PsyehD Trainee in Psychotherapeutic and Counselling Psychology, at 
University o f Surrey. I am conducting m y  doctorate research ca the topic of 
Counselling Psychologists” experiences o f sexual attraction to their clients. M y  
research objectives include the reported incidence o f  sexual attraction by Counselling 
Psychologists, their reaction to these feelin gs, and die impact that their attraction had 
on the therapeutic process. This study aim s to shed light on therapeutic issues, that 
often remain unexplored, and thus contribute to  the developing profession of 
Counselling Psychology.
I  therefore would like to ask you to  spend a  fe w  m inutes o f your precious time to fill 
in the enclosed questionnaire, and send it b ack  to  m e using the addressed envelope 
provided.
Given the sensitive nature o f  this study, I  w ou l d lik e  to  assure you that all information 
provided in  this study will be kept strictly anonym ous; no names or addresses will 
appear on any sheet Moreover, please note that you  are free to withdraw from the 
study at any time without needing to ju stify  your decision  and without prejudice.
I f  you require any further information about th is study, please do not hesitate to 
contact m e on the. te.i ephone. number provi ded below .
I  w ould be more than grateful i f  you assist in this project by sharing with me your 
experiences.
Thank you in advance
Yours sincerely
AI^ s..Gi.C!.¥aroli.as
Counselling Psychologist in Training 
(Tel. 0958-576065)
| University  
1 of Surrey
! Giilicifciu
I Surrey GU2 5XH. UK 
1 Telephone 
I *44 {C}:4«S2-X;S00
j t4~ (p> 1453 300303
Sun ends or: Dr Paul Davis
Un
University j School of
of Surrey j Human
{ S c ie n c e s
CONSENT FOEM
(Please read before you complete the Questionnaire)
I  vo luntarily  agree to  ta k e  part in  th e  stu d y  o n  C o u n se llin g  P sych o log ists' ex p er ie n c es  
o f  sexual attraction to  their  c lien ts .
I  have read  and understood  th e In fo rm a tio n  S h e e t provided. I  have been  g iv en  a  fu l l  
explanation  b y  the in vestiga tors o f  th e  n atu re, p u rp ose , location , and lik e ly  duration o f  
the study, and o f  w h at I. w i l l  b e  e x p e c te d  to  do. I .h a v e  been g iven  the opportunity  to  
ask  questions on all a sp ects  o f  th e  stu d y  an d  h a v e  understood the a d v ice  a n d  
inform ation  given  as a re su lt
I  agree to  com p ly  w ith  any in stru ctio n  g iv e n  to m e  during the study and to  co -o p era te  
fu lly  w ith  the investigators. I  sh a ll in fo rm  th em  im m ediately  i f  I  su ffer  a n y  
deterioration o f  any k in d  in  m y  h ea lth  or w e ll-b e in g , or experience any u n e x p e c te d  or  
unusual sym ptom s.
I  understand that all d o cu m en ta tio n  h e ld  o n  a  v o lu n teer  is  in  the strictest co n fid en ce  
and  com p lies w ith  the D a ta  P ro tec t io n  A c t  (1 9 8 4 ) . I  agree that I  w ill n o t  s e e k  to  
restrict the u se  o f  the resu lts o f  th e  s tu d y  o n  th e  understanding that m y  a n on ym ity  is  
p reserv ed
I  understand that I  am free to  w ith d ra w  fr o m  th e  study at any tim e w ith ou t n e e d in g  to  
ju stify  m y  d ec is io n  and  w ith o u t p re ju d ice .
I  confirm  that I  have read and  u n d e r s to o d  th e  ab ove and  freely  consent to p articip atin g  
in  this study. I  have b een  g iv e n  a d eq u a te  t im e  to  con sider m y  participation an d  a g ree  
to  com ply  w ith  the instru ction s a n d  re str ic tio n s  o f  the study.
I  confirm  that b y  co m p letin g  an d  retu rn in g  th e  questionnaire, I  am g iv in g  co n sen t to  
take part in  the study.
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Uni
University 
of Surrey
Giiiidford
Surrey SU25XH, UK 
Telephone
+44 (0)1483 3003CQ 
Facsimile
+44 {0)1453 SCCSG3
Questionnaire
School of
Human
S c ien ces
Demographic Data (Please tick the appropriate box)
1) Age: 20-30 
31-45 
46-60 
61-over
2) Sex: IVJale 
Female
3} Years of Professional Practice: Less than 1 year
1-5 
6-10 
10-over
4) Have you ever been sexually attracted to any of your clients'? 
[Hever
[Rarely (to 1-2 clients)
Occasionally (to 3-10 clients)
[Frequently (morethat 10 clients)
*If in question. 4 you answered either “Barely”, *Occasionally” or “Frequently”, 
please proceed to the follow ing questions, focusing on your most recent experience 
o f sexual attraction to a particular clien t
5) Age of clientyou were attracted to: 6) Gender of client:
||! less than 20 I [Male
■; 20-30 [_| Female
I I  31-45 
J |  46-60
HI 60-over *
S
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7) Was the client aware of the attraction?
Yes
No
I do not know
8) Did you raise your feelings in the sessions with your client? Please explain why 
you acted as you did.
9) What sort of characteristics attracted you to the client? (please tick as many 
boxes as appropriate)
I I  Physical Attractiveness
§§§ Positive Mental/Cognitive traits and abilities 
H  Client’s Vulnerabilities (needy, sensitive, etc)
| |  Positive overall character/personality (pleasant, stylish, etc)
Iff Fills therapist’s needs
|JJ Long-term nature of client contact
III Other (Please specify):_____________________________________ ________
10) What was your first reaction (prominent feeling) to this experience of sexual 
attraction? (please tick one box only)
III Surprise/Shock 
111 Guilt
I I  Fear of being criticised (by colleagues, supervisors, etc)
III Other (Please specify):______ ^_______________________________ ______
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11) How did you manage your feelings of sexual attraction (e.g. sought supervision, 
discussed with colleagues)? Please explain why you acted as you did.
12) Why (if relevant) did you choose to refrain from acting out your attraction 
through actual sexual intimacy with the clients?
Unethical
Fear of censure/loss of reputation
Damaging to client
Other (Please specify):_________
13) In your opinion, was the impact of your sexual attraction to the client on the 
Therapeutic Process:
III Neutral 
!H Positive 
III! Negative
14) If in question 13 you answered either Positive or Negative, in what way(s) were 
your feelings beneficial or harmful to the Therapeutic Process?
T h an k  vou for completing the questionnaire
14 May 1999 
Dear Practitioner,
Re: Therapists* Sexual Attraction to Clients Questionnaire
I am writing with respect to the above Questionnaire, which I sent to all Chartered 
Counselling Psychologists in UK about 2 months ago.
To date, I had a very encouraging response rate (32%) and if you have already returned 
the questionnaire, I would like to take this opportunity to express my gratitude.
If you are interested in the study but have not returned the questionnaire yet, I would 
greatly appreciate your collaboration so that this study can prove to be truly representative 
of the target population.
I therefore would like to ask you to spend a few minutes of your precious time to fill in the 
enclosed questionnaire, and send it back to me using the addressed-Freepost-envelope 
provided.
Given the sensitive nature of this study, I would like to assure you again that all 
information provided in this study will be kept strictly anonymous; no names or addresses 
will appear on any sheet.
If you require any further information about this study, please do not hesitate to contact 
me on the telephone number provided below.
Thank you in advance for your help
Your ‘ rely
Akis Giovazolias
Counselling Psychologist in Training
(Tel: 0958-576065)
Supervisor: Dr Paul Davis
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APPENDIX 2
2.1 Ethics Committee Approval
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UniS
University Registry 
of Surrey
3 March 1999 Guildford
Surrey GU2 5XH, UK
Telephone
+44 (0)1483 300800
Facsimile
+44 (0)1483 300803
Mr T Giovazolias
School of Human Sciences (Psychology) 
University of Surrey
Dear Mr Giovazolias 1
Counselling Psychologists* Experiences o f Sexual A ttraction to Clients: Impact 
on the Therapeutic Process. (ACE/99/2/Psvch)
I am writing to inform you that the Advisory Committee on Ethics has considered the 
above protocol and the subsequent information supplied and has approved it on the 
understanding that the Ethics Guidelines are observed.
This letter of approval relates only to the study specified in your research protocol 
(ACE/99/2/Psych). The Committee should be notified of any changes to the proposal, 
any adverse reactions and if the study is terminated earlier than expected (with 
reasons). I enclose a copy of the Ethics Guidelines for your information.
Yours sincerely
Helen Schuyleman (Mrs)
Secretary, University Advisory Committee on Ethics
cc: Professor L J King, Chairman, AGE
Dr Paul Davis, Supervisor, Psychology
Enc.
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APPENDIX 3
3.1 SPSS Analysis Output
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Frequency Table (All Cases)
Age
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 20-30 3 2.5 2.5 2.5
31-45 37 30.3 30.3 32.8
46-60 67 54.9 54.9 87.7
61-over 15 12.3 12.3 100.0
Total 122 100.0 100.0
Sex
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid Male 49 40.2 40.2 40.2
Female 73 59.8 59.8 100.0
Total 122 100.0 100.0
Years of professional experience
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 1-5 Years 6 4.9 4.9 4.9
6-10 Years 27 22.1 22.1 27.0
10-over 89 73.0 73.0 100.0
Total 122 100.0 100.0
q4. Have you ever been sexually attracted to any of your clients?
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid Never 27 22.1 22.1 22.1
Rarely (1-2 Clients) •36 29.5 29.5 51.6
Occasionally (3-10 
Clients) 49 40.2 40.2 91.8
Frequently (10 + Clients) 10 8.2 8.2 100.0
Total 122 100.0 100.0
Rate of Attraction
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 1.00 27 22.1 ,22.1 22.1
2.00 95 77.9 77.9 100.0
Total 122 100.0 100.0
LESS-MORE EXPERIENCED
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 1.00 33 27.0 27.0 27.0
2.00 89 73.0 73.0 100.0
Total 122 100.0 100.0
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Frequency Table (Selected Cases - Therapists who reported Sex. Attr.)
q1 -Age
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 20-30 1 1.1 1.1 1.1
31-45 33 34.7 34.7 35.8
46-60 54 56.8 56.8 92.6
61-over 7 7.4 7.4 100.0
Total 95 100.0 100.0
q2.Sex
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid Male 39 41.1 41.1 41.1
Female 56 58.9 58.9 100.0
Total 95 100.0 100.0
q3.Years of professional experience
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 1-5 Years 4 4.2 4.2 4.2
6-10 Years 21 22.1 22.1 26.3
10-over 70 73.7 73.7 100.0
Total 95 100.0 100.0
q4. Have you ever been sexually attracted to any of your clients?
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid Rarely (1-2 Clients) 36 37.9 37.9 37.9
Occasionally (3-10 
Clients) 49 51.6 51.6 89.5
Frequently (10 + Clients) 10 10.5 10.5 100.0
Total 95 100.0 100.0
q5. Age of client:
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 20-30 30 31.6 31.6 31.6
31-45 56 58.9 58.9 90.5
46-60 9 9.5 9.5 100.0
Total 95 100.0 100.0
q6. Gender of client:
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid Male 61 64.2 64.2 64.2
Female 34 35.8 35.8 100.0
Total 95 100.0 100.0
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q7.Was the client aware of the attraction?
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid Yes 10 10.5 10.5 10.5
No 48 50.5 50.5 61.-1
1 don't know 37 38.9 38.9 100.0
Total 95 100.0 100.0
Physical Attractiveness
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 7 7.4 7.4 7.4
1 88 92.6 92.6 100.0
Total 95 100.0 100.0
- Positive Mental Traits
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 47 49.5 49.5 49.5
1 48 50.5 50.5 100.0
Total 95 100.0 100.0
Client's Vulnerabilities
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 73 76.8 76.8 76.8
1 22 23.2 23.2 100.0
Total 95 100.0 100.0
Positive character/personality
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 41 43.2 43.2 43.2
1 54 56.8 56.8 100.0
Total 95 100.0 100.0
Fills therapist's needs
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 86 90.5 90.5 90.5
1 9 9.5 9.5 100.0
Total 95 100.0 100.0
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Long-term nature of client contact
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 85 89.5 89.5 89.5
1 10 10.5 10.5 100.0
Total 95 100.0 100.0
q8. Did you raise your feelings in the session with the client?
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid Yes 8 8.4 8.4 8.4
No 87 91.6 91.6 100.0
Total 95 100.0 100.0
Client requested on therapist's feelings
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 94 98.9 98.9 98.9
1 1 1.1 1.1 100.0
Total 95 100.0 100.0
Therapeutically valuable for the client
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 92 96.8 96.8 96.8
1 3 3.2 3.2 100.0
Total 95 100.0 100.0
Disclosure would be helpful for the therapeutic relationship
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 91 95.8 95.8 95.8
1 4 4.2 4.2 100.0
Total 95 100.0 100.0
Not appropriate
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 49 51.6 • 51.6 51.6
1 46 48.4 48.4 100.0
Total 95 100.0 100.0
Consideration of Counter transference as normal part of therapy
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 82 86.3 86.3 86.3
1 13 13.7 13.7 100.0
Total 95 100.0 100.0
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Short duration of therapy
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 90 94.7 94.7 94.7
1 5 5.3 5.3 100.0
Total 95 100.0 100.0
Feelings did not interfere with therapeutic process
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 90 94.7 94.7 94.7
1 5 5.3 5.3 100.0
Total 95 100.0 100.0
Consideration of disclosure as blurring of boundaries
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 94 98.9 98.9 98.9
1 1 1.1 1.1 100.0
Total 95 100.0 100.0
Disclosure would distract client in therapy
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 87 91.6 91.6 91.6
1 8 8.4 8.4 100.0
Total 95 100.0 100.0
Feelings were not too strong
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 86 90.5 90.5 90.5
1 9 9.5 9.5 100.0
Total 95 100.0 100.0
Surprise/Shock
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 75 78.9 •• 78.9 78.9
1 20 21.1 21.1 100.0
Total 95 100.0 100.0
Guilt
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 87 91.6 91.6 91.6
1 8 8.4 8.4 100.0
Total 95 100.0 100.0
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Anxiety/Concern about dealing with issues appropriately
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 86 90.5 90.5 90.5
1 9 9.5 9.5 100.0
Total 95 100.0 100.0
Interest/Curiosity
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 79 83.2 83.2 83.2
1 16 16.8 16.8 100.0
Total 95 100.0 100.0
Acknowledgement of feelings / Acceptance
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 77 81.1 81.1 81.1
1 18 18.9 18.9 100.0
Total 95 100.0 100.0
Consideration of attraction as normal feeling
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 71 74.7 74.7 74.7
1 24 25.3 25.3 100.0
Total 95 100.0 100.0
Discussed with Supervisor
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 49 51.6 51.6 51.6
1 46 48.4 48.4 100.0
Total 95 100.0 100.0
Did not discuss with anyone
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 69 72.6 ; 72.6 72.6
1 26 27.4 27.4 100.0
Total 95 100.0 100.0
Discussed with colleagues
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 82 86.3 86.3 86.3
1 13 13.7 13.7 100.0
Total 95 100.0 100.6
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Discussed with partner
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 94 98.9 98.9 98.9
1 1 1.1 1.1 100.0
Total 95 100.0 100.0
Discussed with own therapist
Valid Cumulative
Frequency Percent Percent Percent
Valid 0 86 90.5 90.5 90.5
1 9 9.5 9.5 100.0
Total 95 100.0 100.0
Unethical
* Valid Cumulative
Frequency Percent Percent Percent
Valid 0 19 20.0 20.0 20.0
1 76 80.0 80.0 100:0
Total 95 100.0 100.0
Fear of censure/loss of reputation
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 73 76.8 76.8 76.8
1 22 23.2 23.2 100.0
Total 95 100.0 100.0
Damaging to client
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 29 30.5 30.5 30.5
1 66 69.5 69.5 100.0
Total 95 100.0 100.0
Confidence in keeping the boundaries
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 79 83.2 • 83.2 83.2
1 16 16.8 16.8 100.0
Total 95 100.0 100.0
Therapist already in a fulfilling relationship
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 88 92.6 92.6 92.6
1 7 7.4 7.4 100.0
Total 95 100.0 100.0
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q13. In your opinion, was the impact of your sexual attraction to the client on the therapeutic process:
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid Neutral 41 43.2 43.2 43.2
Positive 48 50.5 50.5 93.7
Negative 6 6.3 6.3 100.0
Total 95 100.0 100.0
Therapist became more interested in client's problems
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 80 84.2 84.2 84.2
1 15 15.8 15.8 100.0
Total 95 100.0 100.0
Better understanding of the therapeutic relationship as well as of client's issues
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 72 75.8 75.8 75.8
1 23 24.2 24.2 100.0
Total 95 100.0 100.0
Feelings enhanced therapist's work with client
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 88 92.6 92.6 92.6
1 7 7.4 7.4 100.0
Total 95 100.0 100.0
Feelings increased therapist's awareness
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 92 96.8 96.8 96.8
1 3 3.2 3.2 100.0
Total 95 100.0 100.0
Feelings limited therapist’s ability to attend to client's needs
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 93 97.9 97.9 97.9
1 2 2.1 2.1 100.0
Total 95 100.0 100.0
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Feelings had negative effect on the way therapist related to client
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 93 97.9 97.9 97.9
1 - 2 2.1 2.1 100.0
Total 95 100.0 100.0
Feelings inhibited therapist's interventions
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 0 93 97.9 97.9 97.9
1 2 2.1 2.1 100.0
Total 95 100.0 100.0
Age (Younger-Older)
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 1.00 34 35.8 35.8 35.8
2.00 61 64.2 64.2 100.0
Total 95 100.0 100.0
Less-More Experienced
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid 1.00 25 26.3 26.3 26.3
2.00 70 73.7 73.7 100.0
Total 95 100.0 100.0
Reaction
Frequency Percent
Valid
Percent
Cumulative
Percent
Surpr/Shock 20 21.1 21.1 21.1
Guilt 8 8.4 8.4 29.5
Anxiety 8 8.4 8.4 37.9
Interest/Curiosity 16 16.8 16.8 54.7
Accaptance 19 20.0 20.0 74.7
Normal Feeling 24 25.3 25.3 100.0
Total 95 100.0 100.0
Management
Frequency Percent
Valid
Percent
Cumulative
Percent
Supervisor 46 48.4 48.4 48.4
Nobody 26 27.4 27.4 75.8
Colleagues 13 13.7 13.7 89.5
Partner 1 1.1 1.1 90.5
Therapist 9 9.5 9.5 100.0
Total 95 100.0 100.0
Crosstabs
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Case Processing Summary
Cases
Valid Missinq Total '
N Percent N Percent N Percent
q2.Sex: * Rate of 
attraction 122 100.0% 0 .0% 122 100.0%
q2.Sex: * Rate of Attraction Crosstabulation
Rate of attraction
TotalNo Yes
q2.Sex: Male Count
% within q2.Sex:
10
20.4%
39
79.6%
49
100.0%
Female Count
% within q2.Sex:
17
23.3%
56
76.7%
73
100.0%
Total Count
% within q2.Sex:
27
22.1%
95
77.9%
122
100.0%
Chi-Square Tests
Value df
Asymp. Sig. 
(2-sided)
Exact Sig. 
(2-sided)
Exact Sig. 
(1-sided)
Pearson Chi-Square .141 1 .707
Continuity Correction .023 1 .878
Likelihood Ratio .142 1 .706
Fisher's Exact Test .825 .442
Linear-by-Linear
Association .140 1 .708
N of Valid Cases 122
Cross tabs
Case Processing Summary
Cases
Valid Missing Total
N | Percent N Percent N | Percent
Age * Rate 122 I 100.0% 0 .0% 122 I 100.0%
Age * Rate of attraction Crosstabulation
Rate of attraction
TotalNo Yes
Age 1.00 Count
% within Age
6
15.0%
34
85.0%
40
100.0%
2.00 Count
% within Age
21
25.6%
61
74.4%
82
100.0%
Total Count
% within Age
27
22.1%
95
77.9%
122
100.0%
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Chi-Square Tests
Value df
Asymp. Sig. 
(2-sided)
Exact Sig. 
(2-sided)
Exact Sig. 
(1-sided)
Pearson Chi-Square 1.756 1 .185
Continuity Correction 1.194 1 .274
Likelihood Ratio 1.847 1 .174
Fisher's Exact Test .247 .136
Linear-by-Linear
Association 1.742 1 .187
N of Valid Cases 122
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Crosstabs
Case Processing Summary
Cases
Valid Missina Total
N Percent N Percent N Percent
Experience * Rate 122 100.0% 0 .0% 122 100.0%
Experience * Rate Crosstabulation
Rate of attraction
TotalNo Yes
Experience Less Count 
% within 
Experience
8
24.2%
25
75.8%
33
100.0%
More Count 
% within 
Experience
19
21.3%
70
78.7%
89
100.0%
Total Count 
% within 
Experience
27
22.1%
95
77.9%
122
100.0%
Chi-Square Tests
Value df
Asymp. Sig. 
(2-sided)
Exact Sig. 
(2-sided)
Exact Sig. 
(1-sided)
Pearson Chi-Square .117 1 .732
Continuity Correction .009 1 .923
Likelihood Ratio .115 1 .734
Fisher’s Exact Test .807 .453
Linear-by-Linear
Association .116 1 .733
N of Valid Cases 122
Kruskal-Wallis Test
Ranks
q2.Sex: N Mean Rank
Rate of Attr. Male 49 62.55
Female 73 60.79
Total 122
Test Statistics3,15
Rate
Chi-Square .140
df 1
Asymp. Sig. .708
a. Kruskal Wallis Test
b. Grouping Variable: q2.Sex:
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Kruskal-Wallis Test
Ranks
Experienc N Mean Rank
Rate *.00 33 60.21
2.00 89 61.98
Total 122
Test Statistics3-15
Rate
Chi-Square .116
df 1
Asymp. Sig. .733
a. Kruskal Wallis Test 
_b. Grouping Variable: Experience
Kruskal-Wallis Test
Ranks
Age N Mean Rank
Rate 1.00 40 65.85
2.00 82 59.38
Total 122
Test Statistics3-15
RATEATTR
Chi-Square 1.742
df 1
Asymp. Sig. .187
a. Kruskal Wallis Test
b. Grouping Variable: Age
Crosstabs
Case Processing Summary
Cases
Valid Missing Total
N Percent N Percent N Percent
a2.Sex: * Reaction 95 100.0% 0 .0% 95 100.0%
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q2.Sex: * Reaction Crosstabulation
Reaction
I.Sur/Shock 2. Guilt 3. Anxiety
4. Interest 
Curiosity 5. Acceptance
q2.Sex: Male Count 5 2 • 5 7 8
% within q2.Sex: 12.8% 5.1% 12.8% 17.9% 7 20.5%
Female Count 15 6 3. 9 11
% within q2.Sex: 26.8% 10.7% 5.4% 16.1% 19.6%
Total Count 20 8 8 16 19
% within q2.Sex: 21.1% 8.4% 8.4% 16.8% 20.0%
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q2.Sex: * Reaction Crosstabulation
Reaction
Total
6. Normal 
Feeling
q2.Sex: Male Count 12 39
% within q2.Sex: 30.8% 100.0%
Female Count 12 56
% within q2.Sex: 21.4% 100.0%
Total Count 24 95
% within q2.Sex: 25.3% 100.0%
Chi-Square Tests
Value df
Asymp. Sig. 
(2-sided)
Pearson Chi-Square 5.353 5 .374
Likelihood Ratio 5.499 5 .358
Linear-by-Linear
Association 3.141 1 .076
N of Valid Cases 95
Cross tabs
Case Processing Summary
Cases
Valid Missing Total
N Percent N Percent N Percent
Age * Reaction 95 100.0% 0 .0% 95 100.0%
Age * Reaction Crosstabulation
REACTNEW
1.00 2.00 3.00 4.00 5.00
Age Youn Count 5 5 2 5 8
ger % within Age 14.7% 14.7% 5.9% 14.7% 23.5%
Older Count 15 3 6 11 11
% within Age 24.6% 4.9% 9.8% 18.0% 18.0%
Total Count 20 8 8 16 19
% within Age 21.1% 8.4% 8.4% 16.8% 20.0%
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Age * Reaction Crosstabulation
REACTNE
Total6^0
Age Youn Count 9 34
ger % within Age 26.5% 100.0%
Older Count 15 61
% within Age 24.6% 100.0%
Total Count 24 95
% within Age 25.3% 100.0%
Chi-Square Tests
Value df
Asymp. Sig. 
(2-sided)
Pearson Chi-Square 4.406 5 .493
Likelihood Ratio 4.348 5 .500
Linear-by-Linear
Association .227 1 .634
N of Valid Cases 95
Crosstabs
Case Processing Summary
Cases
Valid Missing Total
N Percent N Percent N | Percent
Experience * Reaction 95 100.0% 0 .0% 95 I 100.0%
Experience * Reaction Crosstabulation
Experience Less Count 
% within 
Experience
More Count 
% within 
Experience
1.00
8
30.8%
12
17.4%
2.00
3
11.5%
5
7.2%
Reaction
3.00
2
7.7%
6
.7%
4.00
3
11.5%
13
18.8%
5.00
5
19.2%
14
20.3%
Total Count 
% within 
Experience
20
21 . 1%
8
8.4%
8
.4%
16
16.8%
19
20 .0%
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Experience * Reaction Crosstabulation
Reaction
Total6.00
Experience Less Count 
% within 
Experience
5
19.2%
26
100.0%
More Count 
% within 
Experience
19
27.5%
69
100.0%
Total Count 
% within 
Experience
24
25.3%
95
100.0%
Chi-Square Tests
- Value df
Asymp. Sig. 
(2-sided)
Pearson Chi-Square 3.165 5 .675
Likelihood Ratio 3.099 5 .685
Linear-by-Linear
Association 2.480 1 .115
N of Valid Cases 95
Crosstabs
Case Processing Summary
Cases
Valid Missing Total
N Percent N Percent N Percent
q2.Sex: * 
Management 95 100.0% 0 .0% 95 100.0%
q2.Sex: * Mamagement Crosstabulation
Management
1. Supervisor 2. Nobody 3. Colleagues 4. Partner
q2.Sex: Male Count 19 12 4 1
% within 
q2.Sex: 48.7% 30.8% 10.3% 2.6%
Female Count 27 14 9
% within 
q2.Sex: 48.2% 25.0% 16.1%
Total Count 46 26 13 1
% within 
q2.Sex: 48.4% 27.4% 13.7% 1.1%
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q2.Sex: * Mamagement Crosstabulation
Manageme
Total5. ThSfapist
q2.Sex: Male Count 
% within 
q2.Sex:
3
7.7%
39
100.0%
Female Count 
% within 
q2.Sex:
6
10.7%
56
100.0%
Total Count 
% within 
q2.Sex:
9
9.5%
95
100.0%
Chi-Square Tests
Value df
Asymp. Sig. 
(2-sided)
Pearson Chi-Square 2.506 4 .643
Likelihood Ratio 2.873 4 .579
Linear-by-Linear
Association .158 1 .691
N of Valid Cases 95
Crosstabs
Case Processing Summary
Cases
Valid Missing Total
N Percent N Percent N Percent
Age * Management 95 100.0% 0 .0% 95 100.0%
Age * Management Crosstabulation
Management
1.00 2.00 3.00 4.00
Age 1.00 Count 12 9 8
% within Age 35.3% 26.5% 23.5%
2.00 Count 34 17 5 1
% within Age 55.7% 27.9% 8.2% 1.6%
Total Count 46 26 13 1
% within Age 48.4% 27.4% 13.7% 1.1%
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Age * Management Crosstabulation
Managem
Total£0b
Age 1.00 Count 5 34
% within Age 14.7% 100.0%
2.00 Count 4 61
% within Age 6.6% 100.0%
Total Count 9 95
% within Age 9.5% 100.0%
Chi-Square Tests
Value df
Asymp. Sig. 
(2-sided)
Pearson Chi-Square 7.738 4 .102
Likelihood Ratio 7.882 4 .096
Linear-by-Linear
Association 4.626 1 .031
N of Valid Cases 95
Crosstabs
Case Processing Summary
Cases
Valid Missing Total
N Percent N Percent N Percent
Experience * 
Management 95 100.0% 0 .0% 95 100.0%
Experience * Management Crosstabulation
Management
1.00 2.00 3.00 4.00
Experience 1.00 Count 
% within 
Experience
12
46.2%
8
30.8%
2
7.7%
2.00 Count 
% within 
Experience
34
49.3%
18
26.1%
11
15.9%
1
1.4%
Total Count 
% within 
Experience
46
48.4%
26
27.4%
13
13.7%
1
1.1%
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Experience * Management Crosstabulation
Managem
Total
Experience 1.00 Count 
% within 
Experience
4
15.4%
26
100.0%
2.00 Count 
% within 
Experience
5
7.2%
69
100.0%
Total Count 
% within 
Experience
9
9.5%
95
100.0%
Chi-Square Tests
- Value df
Asymp. Sig. 
(2-sided)
Pearson Chi-Square 2.825 4 .587
Likelihood Ratio 3.080 4 .545
Linear-by-Linear
Association .331 1 .565
N of Valid Cases 95
Crosstabs
Case Processing Summary
Cases
Valid Missing Total
N Percent N Percent N Percent
q2.Sex: * q8. Did you 
raise your feelings in the 
session with the client?
95 100.0% 0 .0% 95 100.0%
q2.Sex: * q8. Did you raise your feelings in the session with the client? Crosstabulation
q8. Did you raise your 
feelings in the session 
with the client?
TotalYes No
q2.Sex: Male Count 3 36 39
% within q2.Sex: 7.7% 92.3% 100.0%
Female Count 5 51 56
% within q2.Sex: 8.9% 91.1% 100.0%
Total Count 8 87 95
% within q2.Sex: 8.4% 91.6% 100.0%
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Chi-Square Tests
Value df
Asymp. Sig. 
(2-sided)
Exact Sig. 
(2-sided)
Exact Sig. 
(1-sided)
Pearson Chi-Square .046 1 .831
Continuity Correction .000 1 1.000
Likelihood Ratio .046 1 .830
Fisher’s Exact Test 1.000 .571
Linear-by-Linear
Association .045 1 .832
N of Valid Cases 95
Crosstabs
Case Processing Summary
Cases
Valid Missing Total
N Percent N Percent N Percent
Age * q8. Did you raise 
your feelings in the 
session with the client?
95 100.0% 0 .0% 95 100.0%
Age * q8. Did you raise your feelings in the session with the client? Crosstabulation
q8. Did you raise your 
feelings in the session 
with the client?
TotalYes No
Age Youn Count 1 33 34
ger % within Age 2.9% 97.1% 100.0%
Older Count 7 54 61
% within Age 11.5% 88.5% 100.0%
Total Count 8 87 95
% within Age 8.4% 91.6% 100.0%
Chi-Square Tests
Value df
Asymp. Sig. 
(2-sided)
Exact Sig. 
(2-sided)
Exact Sig. 
(1-sided)
Pearson Chi-Square 2.062 1 .151
Continuity Correction 1.104 1 .293
Likelihood Ratio 2.401 1 .121
Fisher’s Exact Test .252 .146
Linear-by-Linear
Association 2.040 1 .153
N of Valid Cases 95
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Crosstabs
Case Processing Summary
Cases
Valid Missinq Total
N Percent N Percent N Percent
Experience * q8. Did you 
raise your feelings in the 
session with the client?
95 100.0% 0 .0% 95 100.0%
Experience* q8. Did you raise your feelings in the session with the client? Crosstabulation
q8. Did you raise your 
feelings in the session 
with the client?
Yes No Total
Experience Less Count 3 23 26
- % within Experience 11.5% 88.5% 100.0%
More Count 5 64 69
% within 
Experience 7.2% 92.8% 100.0%
Total Count 8 87 95
% within 
Experience 8.4% 91.6% 100.0%
Chi-Square Tests
Value df
Asymp. Sig. 
(2-sided)
Exact Sig. 
(2-sided)
Exact Sig. 
(1-sided)
Pearson Chi-Square .451 1 .502
Continuity Correction .066 1 .797
Likelihood Ratio .426 1 .514
Fisher's Exact Test .679 .380
Linear-by-Linear
Association .446 1 .504
N of Valid Cases 95
Crosstabs
Case Processing Summary
Cases
Valid Missing Total
N Percent N Percent N Percent
q2.Sex: * q13. In your 
opinion, was the impact of 
your sexual attraction to 
the client on the 
therapeutic process:
95 100.0% 0 .0% 95 100.0%
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q2.Sex: * q13. In your opinion, was the impact of your sexual attraction to the client on
the therapeutic process: Crosstabulation
q13. In your opinion, was the impact 
of your sexual attraction to the client 
on the therapeutic process:
TotalNeutral Positive Negative
q2.Sex: Male Count 19 18 2 39
% within q2.Sex: 48.7% 46.2% 5.1% 100.0%
Female Count 22 30 4 56
% within q2.Sex: 39.3% 53.6% 7.1% 100.0%
Total Count 41 48 6 95
% within q2.Sex: 43.2% 50.5% 6.3% 100.0%
Chi-Square Tests
Value df
Asymp. Sig. 
(2-sided)
Pearson Chi-Square .872 2 .647
Likelihood Ratio .873 2 .646
Linear-by-Linear
Association .830 1 .362
N of Valid Cases 95
Cross tabs
Case Processing Summary
Cases
Valid Missing Total
N Percent N Percent N Percent
Age * q13. In your 
opinion, was the impact of 
your sexual attraction to 
the client on the 
therapeutic process:
95 100.0% 0 .0% 95 100.0%
Age * q13. In your opinion, was the impact of your sexual attraction to the client on 
the therapeutic process: Crosstabulation
q13. In your opinion, was the impact 
of your sexual attraction to the client 
on the therapeutic process:
Neutral Positive Negative Total
Age Youn Count 18 15 1 34
ger % within Age 52.9% 44.1% 2.9% 100.0%
Older Count 23 33 5 61
% within Age 37.7% 54.1% 8.2% 100.0%
Total Count 41 48 6 95
% within Age 43.2% 50.5% 6.3% 100.0%
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Chi-Square Tests
Value df
Asymp. Sig. 
(2-sided)
Pearson Chi-Square 2.559 2 .278
Likelihood Ratio 2.660 2 .265
Linear-by-Linear
Association 2.527 1 .112
N of Valid Cases 95
Crosstabs
Case Processing Summary
Cases
Valid Missing Total
N Percent N Percent N Percent
Experience *,q13. In your 
opinion, was the impact of 
your sexual attraction to 
the client on the 
therapeutic process:
95 100.0% 0 .0% 95 100.0%
Experience * q13. In your opinion, was the impact of your sexual attraction to the client on 
the therapeutic process: Crosstabulation
q13. In your opinion, was the impact 
of your sexual attraction to the client 
on the therapeutic process:
Neutral Positive Negative Total
Experience Less Count 
% within 
Experience
10
38.5%
16
61.5%
26
100.0%
More Count 
% within 
Experience
31
44.9%
32
46.4%
6
8.7%
69
100.0%
Total Count 
% within 
Experience
41
43.2%
48
50.5%
6
6.3%
95
100.0%
Chi-Square Tests
Value df
Asymp. Sig. 
(2-sided)
Pearson Chi-Square 3.303 2 .192
Likelihood Ratio 4.850 2 .088
Linear-by-Linear
Association .026 1 .872
N of Valid Cases 95
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Crosstabs
Case Processing Summary
Cases
Valid Missing Total
N Percent N Percent N Percent
q8. Did you raise your 
feelings in the session 
with the client? * q13. In 
your opinion, was the 
impact of your sexual 
attraction to the client on 
the therapeutic process:
95 100.0% 0 .0% 95 100.0%
q8. Did you raise your feeiings in the session with the client? * q13. In your opinion, was the impact of your 
sexual attraction to the client on the therapeutic process: Crosstabulation
- q13. In your opinion, was the impact 
of your sexual attraction to the client 
on the therapeutic process:
Neutral Positive Negative Total
q8. Did you raise your Yes 
feelings in the session 
with the client?
Count
% within q8. Did you raise 
your feelings in the 
session with the client?
7
87.5%
1
12.5%
8
100.0%
No Count 41 41 5 87
% within q8. Did you raise 
your feelings in the 
session with the client?
47.1% 47.1% 5.7% 100.0%
Total Count 41 48 6 95
% within q8. Did you raise 
your feelings in the 
session with the client?
43.2% 50.5% 6.3% 100.0%
Chi-Square Tests
Value df
Asymp. Sig. 
(2-sided)
Pearson Chi-Square 6.663 2 .036
Likelihood Ratio 9.611 2 .008
Linear-by-Linear
Association 5.862 1 .015
N of Valid Cases 95
Tables, Gender Attraction
q2.Sex:
Male Female
q6. Gender of client: q6. Gender of client:
Count % Count %
Male 7 17.9% 54 96.4%
Female 32 82.1% 2 3.6%
Crosstabs
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Case Processing Summary
C ases
Valid Missing Total
N Percent N Percent N Percent
q2.Sex: * q6. Gender of 
client: 95 100.0% 0 .0% 95 100.0%
q2.Sex: * q6. Gender of client: Crosstabulation
Count
q6. Gender of client:
TotalMale Female
q2.Sex: Male 7 32 39
Female 54 2 56
Total 61 34 95
Chi-Square Tests
Value df
Asymp. Sig. 
(2-sided)
Exact Sig. 
(2-sided)
Exact Sig. 
(1-sided)
Pearson Chi-Square 61.615° 1 .000
Continuity Correction3 58.247 1 .000
Likelihood Ratio 69.953 1 .000
Fisher's Exact Test .000 .000
Linear-by-Linear
Association 60.966 1 .000
N of Valid Cases 95
a. Computed only for a 2x2 table
b. 0 cells (.0%) have expected count less than 5. The minimum expected count is 13.96.
Crosstabs
Case Processing Summary
C ases
Valid Missing Total
N Percent N Percent N Percent
q2.Sex: * q6. Gender of 
client: 95 100.0% 0 .0% 95 100.0%
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q2.Sex: * q6. Gender of client: Crosstabulation
q6. Gender of client:
Male Female Total
q2.Sex: Male Count 7 32 39
% within q2.Sex: 17.9% 82.1% 100.0%
% within q6. Gender of' 
client: 11.5% 94.1% 41.1%
% of Total 7.4% 33.7% 41.1%
Female Count 54 2 56
% within q2.Sex: 96.4% 3.6% 100.0%
% within q6. Gender of 
client: 88.5% 5.9% 58.9%
% of Total 56.8% 2.1% 58.9%
Total Count 61 34 95
% within q2.Sex: 64.2% 35.8% 100.0%
% within q6. Gender of 
client: 100.0% 100.0% 100.0%
% of Total 64.2% 35.8% 100.0%
Chi-Square Tests
Value df
Asymp. Sig. 
(2-sided)
Exact Sig. 
(2-sided)
Exact Sig. 
(1-sided)
Pearson Chi-Square 61.615b 1 .000
Continuity Correction3 58.247 1 .000
Likelihood Ratio 69.953 1 .000
Fisher’s Exact Test .000 .000
Linear-by-Linear
Association 60.966 1 .000
N of Valid Cases 95
a. Computed only for a 2x2 table
b. 0 cells (.0%) have expected count less than 5. The minimum expected count is 13.96.
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Empirical Research: Matching Therapeutic Interventions to Drug 
and Alcohol Abusers’ Stage of Motivation: 
The Clients’ Perspective.
ABSTRACT
The present study aims to explore the issue of matching the appropriate therapeutic 
intervention according to the stage of readiness for change in addictive clients, 
following the model proposed by Prochaska and DiClemente (1992). The study 
focuses solely on the perspectives of people with drug and alcohol problems, in 
contrast to previous ones which have been concerned with the researchers’ 
understandings and postulations of the issue under exploration (e.g. DiClemente et al., 
1991; Mattson et al., 1994; Mattson, 1998).
The sample of this study consisted of clients with drug and/or alcohol problems. They 
were recruited from Outpatient Drug and Alcohol Services within the National Health 
Service. The participants were contacted either in the relevant Service clinics by the 
author, or through their key worker.
All Participants were asked to fill in either the ‘alcohol’ or the ‘drug’ commitment to 
change algorithm (CCA) (depending on their perceived addiction) developed by Annis 
et al. (1996). This algorithm classifies clients into one of five stages of change 
(precontemplation, contemplation, preparation, action and maintenance) based on 
recent drinking or drug use, reported intention to change, and recent quit-change 
attempts.
Participants were asked to fill in a second questionnaire, which was devised by the 
author of this study. The questionnaire included demographic characteristics (e.g. age, 
gender) and asked Participants to indicate (in closed questions) the form of treatment 
or therapeutic intervention they considered to be the most appropriate for them at this 
stage.
One of the most important findings of this study is that participants in the ‘early’ 
stages, irrespective of their gender or whether they had seen a therapist, significantly 
prefer non-action oriented therapeutic interventions than action-oriented interventions 
Similarly, participants in the ‘later’ stages, showed a significant preference to action- 
oriented than non-action interventions, irrespective of their gender or previous 
experience of counselling.
The current findings lend at least partial support to the notion that client-treatment 
matching according to the stage of motivation can improve overall treatment results in 
the substance misuse field. It is suggested then that careful assessment of the stage of 
motivation and individual-tailored intervention should be an essential element of any 
treatment program for drug and alcohol addicted clients.
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INTRODUCTION
The most widely acknowledged definition of substance dependence was included in 
the 1995 edition of the American Psychiatric Association in its DSM-IV diagnostic 
manual. The manual describes it as a group of mental, physical and behavioural 
symptoms showing “continued use of the substance despite significant substance- 
related problems. There is a pattern of repeated self-administration that usually results 
in tolerance, withdrawal and compulsive drug-taking behaviour” (American 
Psychiatric Association, 1994, p. 180).
West (1991) points out that the term ‘addiction’ (which will be used synonymously 
with ‘dependence’ in this literature review) relates to the difficulty an individual has in 
managing to live his/her life without their drug of dependence. He stresses that 
addiction becomes obvious when individuals continue to engage in a behaviour which 
is apparently damaging and/or he/she has made repeated attempts to stop this 
behaviour. Research on the etiology of alcohol and drug use disorders is a complex, 
multidiscipline endeavour, and the set of results reported in the literature is enormous 
(Hesselbrock et al., 1999). Although an extensive description of the body of literature 
regarding the etiology of addiction is beyond the scope of this review, it is hoped that a 
citation of the major psychological theories of addiction will assist to elucidate the 
current state and knowledge on the field as well as place the present study into 
perspective.
West (1991) summarises the psychological theories of addiction in three main 
orientations;
a) The withdrawal avoidance theories o f addiction, which apply mainly to 
pharmacological dependencies. Under this view, drug use is initiated by curiosity, 
social pressure (e.g. peer pressure), or desire for pleasurable effects. Prolonged drug 
use results in greater tolerance to the effects of the drug so that larger doses are 
required to achieve the same effect. It is believed that this tolerance results from 
adaptation arising from a mechanism designed to restore the equilibrium in the 
organism (Littleton, 1991). This adaptation means that absence of the drug leads to
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overcompensation by the adaptive response; the result is a withdrawal syndrome 
which can be aversive and even life threatening. Once adaptation has taken place, 
individuals need to continue the drug use in order to maintain a normal functioning 
(West, 1991). Thus, according to this theory, drugs are used in order to avoid the 
experience of unpleasant withdrawal symptoms.
b) The Appetitive theories o f addiction, which stress that the drug-induced euphoria is 
so pleasant to individuals that it becomes more important than their own health. 
Alcohol, for example, is said to provide a means of coping with stress by increasing 
feelings of self-efficacy, deadening sensation, preventing coherent thought or 
releasing inhibition (West, 1991).
c) The Motivational distortion theories, which propose that chronic drug ingestion or 
repetition of a certain behaviour results in the change of the motivational system 
underlying that behaviour. At a psychological level there is the concept of ‘habit 
strength’, which refers to the causal association between a stimulus which is a cue 
to action and the subsequent action. However, the mechanism by which repetition 
of an action in the presence of the cue stimulus reinforces this link is not clear 
(West, 1991).
At this point it needs to be noted that some of the major psychotherapy schools have 
offered models concerning the etiology and maintenance of alcohol and drug misuse. 
Leeds and Morgenstem (1995) reviewed several theories of substance use that relate to 
various aspects of psychoanalytic theory. Wursmer (1984) viewed substance abusers 
as having severe intrapsychic conflict in the form of overly harsh superegos, so that 
these individuals use substances in an attempt to escape intense feelings of rage and 
fear. Khantzian et al., (1990) adopted a self-deficit approach, stating that inadequacies 
of the ego underlie substance abuse. This theory takes into account the notion that an 
individual’s drug of choice has particular “self-medicating” properties for his/her 
particular type of ego deficit.
Furthermore, behavioural models of substance use disorders pointed out that substance 
use is learned and maintained through either classical or operant conditioning. 
Classical conditioning is thought to facilitate development of a drinking or drug
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problem or craving through pairing of conditioned stimuli such as particular sites of 
use or people and the unconditioned stimulus (alcohol, drugs), the result being a 
conditioned response (or conditioned craving). An example of this is Wilker’s (1973) 
finding that heroin addicts exhibited withdrawal symptoms simply by looking at 
paraphernalia associated with heroin use.
On the other hand, operant conditioning principles apply to the positive reinforcing 
effects of alcohol and drugs as social reinforces, and to the avoidance or cessation of 
withdrawal symptoms. That is, an individual drinks in response to an antecedent 
stimulus, such as a glass of beer or an angry mood, and then associates the reinforcing 
effects of alcohol (euphoria or elevated mood) with the antecedent stimulus. 
Substance-using behaviour increases as a result of the positive or negative reinforcing 
effects of the alcohol or the drug (Hesselbrock et al., 1999). It is evident that this 
model falls within the withdrawal avoidance theories of addiction mentioned above.
Cognitive behavioural (CB) models highlight the importance of both cognitions and 
feelings as preceding and directing behaviour. The theory postulates that initial heavy 
use of substances is the result of several interacting factors, such as the individual’s 
biological make-up (genetic risk, temperament), which determines if the substance use 
will be reinforcing or punishing; the social environment, which may facilitate or 
condone use; and the basic principles of operant conditioning (mentioned above) 
which reward and maintain use. According to the CB model, as an individual uses 
more, he/she uses other coping skills less and develops reduced self-efficacy and 
increased positive expectancies of the effects of the substance, the result being more 
use (Hesselbrock et al., 1999).
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TRANSTHEORETICAL MODEL
Addictive behaviour problems are particularly difficult for therapists; as far as 
treatment is concerned, there are many psychotherapy outcome studies which have 
demonstrated that people successfully change with the help of professional 
intervention (Miller & Hester, 1986). Almost every type of therapy, from 
psychoanalysis to behaviour therapy have been discussed in relation to addictive 
behaviour change. However, no one treatment has been shown to be most effective for 
all persons with alcohol or drug dependence.
It has been suggested though, that as with other mental and physical health behaviour 
problems, there is a need for a model of therapy that would integrate various 
perspectives and give direction to intervention efforts with these difficult to manage 
problems.
A popular perspective being used to understand the process of changing addictive 
behaviours is a model of intentional behaviour change called the Transtheoretical 
Model of Change (Prochaska & DiClemente, 1984). The model offers an integrative 
framework for understanding and intervening with human intentional behaviour 
change. It emerged from the research efforts of the above authors to apply a set of 
common processes of change, identified from existing theories of therapy to successful 
smoking cessation (Prochaska & DiClemente, 1984). The authors postulate three 
dimensions that represent critical elements in the change process: stages, processes 
and levels of change. The stages of change represent the temporal and motivational 
aspect of the process; the processes of change are the mechanisms that facilitate 
movement through these stages. The third dimension of the model (levels of change) 
involves complicating problems in various areas of the individual’s life. However, in 
the present study the focus will be on the first two dimensions and more specifically 
on their integration towards the development of the most appropriate therapeutic 
interventions in clients with addictive problems.
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Prochaska et al. (1992) in a late version of the model identify five stages of change:
a) Precontemplation is the stage at which there is no intention from the part of the 
individual to bring any changes in his/her behaviour in the near future (e.g. six 
months). According to the authors, many individuals in this stage are unaware of their 
problems. When precontemplators present for psychotherapy, they often do so because 
of pressure from others (e.g. family, friends). Edwards & Lader (1994) stress that 
during precontemplation people do not feel impelled to make any changes in their 
behaviour possibly due to ambivalence, denial or selective exposure to information. In 
that sense, resistance to recognising or modifying a problem is the main issue of this 
stage.
b) As people become aware that a problem exists, they have entered the 
Contemplation stage, which is characterised by conflict and dissonance. Individuals in 
this stage are seriously thinking about overcoming their difficulties but they have not 
yet made any commitment to take action. Prochaska et al., (1992) point out that 
contemplators may remain stuck in this stage for long periods. Davidson et al., (1991) 
attribute this fact to idiosyncratic features of the individual, the nature, intensity and 
severity of the addictive behaviour as well as to the skills of the therapist.
Another important aspect of the contemplation stage is the weighing of the pros and 
cons of the problem and the solution to the problem. In other words, contemplators 
seem to shift between their positive evaluations of the addictive behaviour and the 
amount of effort, energy, and loss it will cost them to change this behaviour 
(DiClemente, 1991). On discrete measures, individuals who state that they are 
seriously considering changing their addictive behaviour in the following six months 
are classified as contemplators (Prochaska et al., 1992).
c) Preparation is a stage that combines intention and behavioural criteria. People in 
this stage are thinking to take action in the next month and have unsuccessfully taken 
action in the past year. As a group, individuals who are prepared for action report 
some minor changes in their behaviour, such as smoking five cigarettes less 
(DiClemente et al., 1991). Although they have made some reductions in their 
‘problematic’ behaviour, they have not reached a criterion for effective action, such as
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total abstinence from smoking, alcohol or drug misuse (Prochaska et al., 1992).
d) Action is the stage in which individuals modify their behaviour, experiences or 
environment in order to overcome their difficulties (Prochaska et al., 1992). Davidson 
et al., (1991) suggest that the key feature of this stage is the emergence of a good- 
quality decision to change the addictive behaviour, putting the emphasis on the 
firmness and the depth of the decision. Action involves the most apparent behavioural 
changes and requires considerable commitment and energy from the part of the client. 
The modifications made in the action stage tend to be most visible and receive the 
greatest external recognition and reward. However, often this stage is mistakenly 
equated with change by many people, including professionals; as a result, they 
overlook the requisite work that prepares changers for action and the important efforts 
necessary to maintain the changes following action. Individuals are classified in the 
action stage if they have altered the addictive behaviour for a period from one day to 
six months. Successfully altering the addictive behaviour means reaching a particular 
criterion, such as total abstinence (Prochaska et al., 1992).
e) Maintenance is the stage in which people work to prevent relapse and consolidate 
the achievements attained during the action stage. Traditionally, maintenance was 
viewed as a static stage. However, it is rather considered as a continuation, not an 
absence of change. For addictive behaviours this stage extends from six months to an 
indeterminate period past the initial action. For some behaviours maintenance can be 
considered to last a lifetime. On discrete measures, the criteria for considering 
someone to be in the maintenance stage, he/she must be able to consistently engage in 
a new incompatible behaviour for more than six months (Prochaska et al., 1992).
However, most people taking action to modify their addictive behaviour do not 
successfully maintain their gains from their first attempt. Relapse and recycling 
through the stages may occur quite frequently during this process (Prochaska et al., 
1992). Because relapse is the rule rather than the exception with addictive problems, 
the researchers found that they had to modify their original stage model, which 
included relapse as a separate stage. Initially it was hypothesised that change is a linear 
progression through the stages; people were supposed to progress simply and
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discretely through each step (Prochaska & DiClemente, 1984). However, they later 
realised that linear progression through the stages is a possible but relatively rare 
phenomenon with addictive behaviours. They then modified their initial model and 
identified the 5-stages model mentioned above (Prochaska et al., 1992), which also 
will be used in the present study. Prochaska & Norcross (1999) indicate that the vast 
majority of smoking relapsers (85%) recycle back to the contemplation or preparation 
stages, and that they begin to consider plans for their next action attempt while trying 
to learn from their recent efforts.
In relation to this stage ‘categorisation’, Miller & Rollnick (1991) suggest that efforts 
to examine the treatment of addiction are incomplete without considering the issue of 
motivation. For them, motivation is “a state of readiness or eagerness to change, which 
may fluctuate from one time or situation to another” (p. 14). Motivation is a broad 
term that can refer to many different processes as well as to a variety of indicators, 
including behaviours and goals. Therefore, clarity of terms and specificity of concepts 
are needed to understand how motivation interacts with treatment for and successful 
modification of substance abuse behaviours. Motivation for change, as assessed by the 
stages of change, is related to behavioural outcomes as well as to critical attitudinal 
and decisional considerations. It is also related to the processes of change needed to 
produce successful modification of the substance abuse behaviour as well as to 
treatment seeking, treatment attendance and treatment participation (DiClemente, 
1999).
The processes are the covert or overt activities that people engage in to alter affect, 
thinking, behaviour, or relationships related to particular problems or patterns of 
living. Initially they were theoretically principles derived from various systems of 
psychotherapy (Prochaska, 1979) and then modified empirically based on research on 
how people attempt to change an addictive behaviour with or without professional 
treatment (DiClemente & Prochaska, 1982).
Although there are more than 200 approaches of psychotherapy (Prochaska & 
DiClemente, 1982), the above authors have identified only 10 independent processes
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of change. They are: Consciousness raising (increasing the information available to 
individuals so they can make the most effective responses to the stimuli impinging on 
them, Self-reevaluation (an emotional and rational appraisal of both the pros and cons 
of trying to overcome a significant problem in life), Social reevaluation (re-appraising 
the impact that a problem has had on others), Self-liberation (an increase in the 
client’s ability to choose, representing intervention at the level of the client’s 
experience), Social liberation (changes in the environment which lead to more 
alternatives being open to individuals), Counter-conditioning (learning positive 
responses, such as relaxation, to conditional stimuli, such as job interviews, Stimulus 
control (restructuring the environment so that the probability of a conditional stimulus 
occurring is significantly reduced), Contingency management (changing the behaviour 
by changing the contingencies that control problem behaviours), and Dramatic relief 
(in that strong emotional reactions to events occurring in the environment can move 
people to change their distressed situation (DiClemente & Prochaska, 1982).
MATCHING CLIENTS TO INTERVENTIONS 
The Matching Hypothesis
While it is accepted that many individuals suffering from drug and alcohol related 
problems seem to benefit from psychological treatment, no single approach has been 
shown to be more effective for all clients (Miller & Hester, 1986), as mentioned 
earlier in this review. It has therefore been suggested that matching clients to 
treatments based on their particular needs and characteristics might significantly 
improve outcome (Mattson, 1998). ‘Client-treatment matching’ can be defined as a 
method of choosing between alternative treatment options based on particular client 
characteristics that interact differentially with interventions to produce a more 
favourable outcome (Mattson et al., 1994). Although ‘matching’ most commonly 
refers to interactions of client characteristics with particular types of treatment, it can 
also encompass other types of interactions. These include, for example, ‘self­
matching’ or treatment selection driven by the client’s needs and preferences, and
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client-therapist matches in which the characteristics of the therapist interact with those 
of the client in a way that exceed the effects of the formal intervention. However, this 
study will focus on the issue of client-treatment matching.
Considering the current climate of managed care, Thornton et al., (1998) point out that 
matching clients to specific treatment strategies reflects not only a potentially cost- 
effective approach to client treatment, but also an improvement in the quality of 
individual client care within existing treatment programmes.
The next section is concerned with previous research stressing the effectiveness of the 
‘matching-hypothesis’, especially in relation to clients’ stage of motivation for 
change.
Empirical Findings
One of the most significant findings that emerged from DiClemente & Prochaska’s 
(1982) research on self changers and therapy changers was that particular processes of 
change are emphasised during particular stages of change. They have suggested then, 
that the integration of stages and processes of change can serve as an important guide 
for therapists; once it is clear what stage of change a particular client is in, then the 
therapist would know what process to apply in therapy in order to assist the client 
move to the next stage. Prochaska et al., (1992) suggest that a person’s stage of change 
provides proscriptive as well as prescriptive information on treatments of choice. 
More specifically, they stress that non-confrontational interventions which concur with 
the clients’ accounts and have an empathic attitude (i.e. consciousness raising, 
self/social reevaluation) seem to be more appropriate when working with people in the 
precontemplation or contemplation stage; on the other hand, action-oriented therapies 
(i.e. counter-conditioning, stimulus control, contingency management) may be more 
effective with individuals who are in the preparation, action or maintenance stages.
This idea has been supported by many researches in the field of addiction. Perz et al., 
(1996) have found that experiential, non-action processes are most helpful and more 
often used in the earlier stages of change (precontemplation, contemplation), while the
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more behavioural, action-oriented processes are most important and more often 
utilised in the later stages (i.e. preparation, action, maintenance). In a study made by 
Ockene et al., (1988), an intensive action-oriented smoking cessation program for 
cardiac patients was highly successful for those patients in action and ready for action; 
the same program failed, however, with smokers in the precontemplation and 
contemplation stages.
Belding et al. (1996) examined the relationship between stage and process for a cohort 
of clients on a methadone maintenance programme and found that the match was 
largely consistent with the predictions of the transtheoretical model. Similarly, Heather 
et al., (1996) found that for precontemplators and contemplators a motivational- 
oriented intervention, which is argued that leans more heavily toward consciousness 
raising and self/social reevaluation processes was more beneficial than a skills-based 
approach, which places more emphasis on processes such as stimulus control and 
contingency management. Heather (1995) selected clients ‘not ready to change’ and 
found that a motivational intervention designed to enhance motivation for change 
resulted in a significantly greater reduction in drinking than did action-oriented 
counselling.
Yahne & Miller (1999) stress that clients who are further along on readiness for 
change (in the preparation, action or maintenance stage) may benefit from action- 
oriented approaches focusing on skills and strategies for behaviour change. However, 
as they point out, taking this approach with clients who are less ready for change (in 
the precontemplation or contemplation stage), is likely to elicit uncooperative 
responses. They add that when confronted with the need for change, an ambivalent 
person naturally responds with the other side of the decisional balance, with the end 
result being a misinterpretation of this response as ‘denial’ or ‘resistance’.
Project MATCH (Project MATCH Research Group, 1997) is of course of much 
relevance here. This is probably the largest treatment trial ever conducted in the field 
of alcohol addiction. The overall objective of the study was to determine if various 
subgroups of alcohol dependent clients would respond differently to three manual-
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guided, individually delivered treatments: Cognitive-Behavioural Coping Skills 
Therapy (CBT), Motivational Enhancement Therapy (MET) and Twelve-Step 
Facilitation Therapy (TSF). Ten client characteristics were selected as matching 
variables: severity of alcohol involvement, cognitive impairment, client conceptual 
level, gender, meaning seeking, motivational readiness to change, psychiatric severity, 
social support for drinking versus abstinence, sociopathy and typology.
The ‘motivation hypothesis’ of Project MATCH is relevant to the present discussion. 
The prediction was that participants lower in motivation would respond relatively 
better to motivational enhancement therapy than cognitive behaviour therapy, while 
those with higher motivation would do better in CBT. On a percentage days abstinence 
outcome measure and contrary to expectation, less motivated clients in the cognitive 
behavioural condition did relatively better in the short term. This effect, however, was 
reversed in the predicted direction at 15-month follow-up when the less motivated 
participants gained more from motivational therapy.
In order to understand better the rationale for the ‘allocation’ of different therapeutic 
interventions to different stages, it would be helpful to turn our attention to clients’ 
characteristics in the five stages, in relation to these interventions.
Berger (2000) has proposed that clients in th& precontemplation stage are unwilling, 
unaware, or too discouraged to change their addictive behaviour. Therefore, 
interventions that are persuasive, manipulative, or action-oriented are simply not 
effective. In fact, as he stresses, these interventions may cause the precontemplator to 
avoid the person using these strategies (i.e. therapist) or may result in him/her 
defending the behaviour that one is attempting to change. While contemplators are 
further along the continuum than precontemplators, they are still weighing their 
options and are not ready to take action. The cons of making a change still outweigh 
the pros. Therefore, according to Berger, action-oriented strategies are still not 
appropriate for this stage, whereas reflective listening, empathic responding are, as in 
precontemplation, most effective in this stage.
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However, individuals in the preparation stage are ready to take action (at least in the 
next 30 days) and therefore they need to set intermediate goals for change and develop 
priorities in order to manage their behaviour. In that sense, it is suggested that 
intervention strategies should include goal-setting and supporting self-efficacious 
behaviours. The progression from preparation to action requires increased use of 
behavioural processes of change such as stimulus control and counter-conditioning. 
Berger (2000) stresses that skills training interventions are particularly useful at this 
stage because they can help clients effectively cope with difficult situations, thereby 
decreasing the likelihood of relapse. In the maintenance stage, although people have 
maintained the behaviour changes for at least six months, they must remain 
continuously aware of environmental and internal stimuli that might trigger the ‘old’ 
behaviour. Thus, as it has been suggested, by discriminating different stages of 
readiness for change, a therapist should take different approaches with a client, 
depending upon where she is in the process of change (Davidson et al., 1991).
In the words of Prochaska and DiClemente (1986): “therapy with addictive behaviours 
can progress most smoothly if both the client and the therapist are focusing on the 
same stage of change” (p. 6). They indicate that although this step may be intuitively 
taken by many experienced clinicians, there are very few references to such tailoring; 
furthermore, they express the belief that a more explicit model would enhance 
efficient, integrative and prescriptive treatment plans.
What follows is the aims and research questions of the present study, the methodology 
employed to address these questions and the results derived from the analysis of the 
research data. The discussion that follows these sections aims to conceptualise the 
outcomes of the study as well as to provide a basis for further research on the issue 
examined.
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AIM S  - RESEARCH QUESTION
Based on the literature mentioned above, this study aims to explore the issue of 
matching the appropriate therapeutic intervention according to the stage of readiness 
for change in addictive clients, following the model proposed by Prochaska and 
DiClemente (1984). The distinguishing factor of this study from previous studies on 
this topic is the fact that it focuses solely on the perspectives of people with drug and 
alcohol problems. In other words, it attempts to explore the clients’ views regarding 
the most appropriate therapeutic intervention, in relation to the stage of readiness for 
change they are. The reason for choosing this topic is twofold; firstly, because as 
Lazarus (1984, p.43) has put it: “instead of providing remedies or strategies for 
overcoming specific problems, the majority of therapies claim to have the answer for 
all victims of emotional disturbance or other global dysfunction”. This has resulted in 
clients being expected to fit different methods rather than tailoring one’s approach to 
fit their needs (Norcross, 1991). The other reason has to do with the fact that none of 
the studies reported here has been concerned with the clients’ perception; rather, they 
have focused on the researchers’ understandings and postulations of the issue under 
exploration.
As mentioned earlier, it has been suggested (Prochaska et al., 1992; Perz et al., 1996; 
Ockene et al., 1988; Heather et al., 1996; Yahne & Miller, 1999) that non-action, 
empathic interventions would be more effective for clients belonging in the early 
stages of the model (i.e. precontemplation, contemplation), whereas more behavioural, 
action-oriented therapeutic intervention would have a better outcome with people in 
the later stages (i.e. preparation, action, maintenance).
The research question in this study then will be: “What is the match between the 
theoretical predictions and the clients’ perception?” It is hypothesised that clients in 
the early stages would consider non-action interventions to be significantly more 
helpful, while clients in the later stages would find action-oriented interventions to be 
more beneficial for them. The implications on the delivery of appropriate services in 
Counselling Psychology will also be addressed.
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METHODOLOGY
Participants: The sample of this study consisted of clients with drug and/or alcohol 
problems. They were recruited from Outpatient Drug and Alcohol Services within the 
National Health Service. The participants were contacted either in the relevant Service 
clinics by the author, or through their key worker. An information sheet, a consent 
form, two questionnaires (see Appendix 4) and a stamped addressed envelope were 
distributed to the participants, who were asked to read the relevant information about 
the study and fill in the ‘general questionnaire’ and either the ‘drug’ or the ‘alcohol’ 
questionnaire, depending on their perceived main addictive problem. One hundred and 
eighty (180) questionnaires were issued to key workers in the various Centres. 
Exclusion criteria included clients not volunteering to take part in the study and clients 
not able to read and write. Additionally, clients were not approached if they were 
intoxicated.
In terms of the size of the group, an a priory Power Analysis (Faul & Erdfelder, 1992) 
showed that at least 88 Participants were required in order for the analysis of the 
research data to be valid (effect size: 0.5; alpha: 0.05; power: 0.8).
Ethical Issues: All the information provided by the Participants were kept strictly 
anonymous; no names appeared on any forms or questionnaires. Furthermore, both the 
ethical approval from the University Ethics Committee and the ethical approval from 
the National Health Service (see Appendix 5) were obtained, before the 
commencement of the study.
Measures: As mentioned earlier, all Participants were asked to fill in either the 
‘alcohol’ or the ‘drug’ commitment to change algorithm (CCA) (depending on their 
perceived addiction) developed by Annis et al. (1996). This algorithm classifies clients 
into one of five stages of change (precontemplation, contemplation, preparation, action 
and maintenance) based on recent drinking or drug use, reported intention to change, 
and recent quit-change attempts. High test-retest reliability for the CCA has been 
reported (Schober & Annis, 1996), and analyses are underway examining the
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convergent validity of CCA and other measures (e.g. SOCRATES, Miller & Tonigan, 
1996), the predictive validity of CCA in relation to treatment retention and outcome, 
and the relationship of health beliefs to CCA stages of change (Annis et al., 1996). 
The main reason for choosing this measure as opposed to other existing measures (e.g. 
SOCRATES, Miller & Tonigan, 1996; Readiness to Change Questionnaire, Rollnick 
et al., 1992) was its shorter length, which makes it easier and more friendly-to use. In 
that way, it was hoped that more Participants would be willing to take part in the 
study.
Participants were asked to fill in a second questionnaire, which was devised by the 
author of this study. The questionnaire included demographic characteristics (e.g. age, 
gender) and included questions on whether they had had any previous experience with 
counselling.
It included eight (8) questions which asked Participants to indicate the form of 
treatment or therapeutic intervention they considered to be the most appropriate for 
them at this stage, using lay persons language and avoiding any jargon. More 
specifically, they were asked to indicate their degree of agreement or disagreement and 
the degree of helpfulness or usefulness on a five-point Likert scale. The five points 
were either ‘Completely Agree, Agree, Neutral, Disagree, Completely Disagree’ or 
‘Very Useful/Helpful, Useful/Helpful, Neutral, Not Very Useful/Helpful, and 
Useless/Totally Unhelpful’.
Four of the eight questions represented an Action-oriented, high structure counselling 
style, and four represented a Non-action, low structure facilitative approach. It has 
been suggested (Prochaska et al., 1992; Thornton et al., 1998; Miller, 1998; Prochaska 
& Norcross, 1999) that the high structure counselling approach stresses the 
identification of substances abuse and related problems, translating these problems 
into short-term behavioural goals with associated action steps, and obtaining 
commitments from substance abuse clients to work toward goal attainment. In this 
approach, it is assumed that as the client replaces maladaptive behaviours with more 
adaptive strategies, the abuse of substances will no longer be needed to cope with
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everyday life stresses. Strategies associated with this approach, according to the 
authors, include: assuming an active stance, seeking specific, problem-related 
information, leading and directing the client and keeping the interaction with the client 
in the present and immediate future.
On the other hand, the non-action, low structure approach stresses the importance of 
the therapist-client relationship, the facilitation of self-exploration and self-expression, 
and the client’s increased awareness and understanding of his/her substance abuse and 
related problems. Here it is assumed that as the client develops an increased trust in 
self as well as insight into his/her difficulties, the abuse of substances will no longer 
be used as a coping mechanism. Strategies associated with this approach include: 
focus on feelings and conflicts, tolerance for silences, following the client’s lead and 
keeping the focus on substance abuse history and its relationships to present 
difficulties.
Based on this theoretical framework, the four Action-oriented questions asked 
Participants: “1) How useful would you find it if your therapist would give you 
particular tasks to complete at home, as part of therapy (e.g. keeping a diary of the 
addictive behaviour?), 2) Sometimes therapists take the lead and direct what is going 
on in therapy; To what extent do you feel that this would be helpful for you?, 3) How 
would you find it if in therapy you and your therapist were focusing on specific issues 
related to your addictive behaviour (e.g. how to cut down or prevent relapse) as 
opposed to more general issues (e.g. why you drink/use drugs?), and 4) Sometimes 
therapists teach their clients problem-solving skills and other coping strategies to help 
them change their addiction; To what extent do you believe this would be helpful for 
you?”
The Non-action questions asked: “1) How would you find it if your therapist remained 
silent most of the time during the session and listened to you? 2) Sometimes therapists 
believe that it is best for the client to accept responsibility for his/her addiction; To 
what extent do you agree with this? 3) How would you find it if your therapist helped 
you to build up your motivation to change your addictive behaviour rather than
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offering you direct help to cut down? and 4) How would you find it if you talked about 
your past in therapy?
A pilot study of two clients with drug and alcohol abuse, conducted before the 
distribution of the questionnaires, provided useful feedback in terms of the wording as 
well as the clarification of some questions. The anonymous questionnaires were 
numbered in the order received and transferred to SPSS statistical package for 
statistical analysis.
Data Analysis: In the analysis of the data, non-parametric tests were used, as the 
assumptions for equal variances and normal distributions were not met (see 
Appendix 6). Kruskal-Wallis tests were performed to investigate whether there were 
any differences between participants’ preferred therapeutic intervention, according to 
their stage of readiness to change. The same test was used to explore any such 
differences according to participants’ gender (males/females), type of addiction 
(drugs/alcohol), and between participants who had a previous experience of 
counselling and those who did not. Mann-Witney tests were carried out in order to 
investigate any differences between those pairs of groups. Furthermore, correlational 
tests were used (Spearman’s rho) to discover whether there was any relationship 
between clients’ stage of motivation and their preferred therapeutic intervention.
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RESULTS
Ninety-five completed questionnaires (95) were returned back, resulting in a response 
rate of 53%. 55 (57.9%) of the respondents were males and 40 (42.1%) were females. 
In terms of their age, 33 (34.7%) respondents were between the ages of 21-30, 37 
(38.9%) respondents were between 31-40, 20 (21.1%) respondents were between 41- 
50, 3 (3.2%) respondents were between 51-60, 1 (1.1%) respondent was under 20 and 
1 respondent was over 61 years of age.
The majority of respondents, 59 (62.1%) reported drugs as their main addiction 
problem, whereas 36 (37.9%) reported alcohol as their main addiction. Of the 
population with a drug addiction, 61% were males and 39% were females. On the 
other hand, 52,8% of the population with an alcohol addiction were men and 47,2% 
were women. 52 (54.7%) respondents mentioned that they had seen a therapist for 
counselling in the past, whereas 43 (45.3%) had not had such experience.
As far as the allocation of participants to the five stages of motivation, it was found 
that 14 (14.7%) were in the Precontemplation stage, 20 (21.1%) were in the 
Contemplation stage, 18 (18.9%) were in the Preparation stage, 19 (20%) were in the 
Action stage and 24 (25.3%) were in the maintenance stage. That means that the 
majority of respondents (64.2%) belonged in the ‘later’ stages, whereas the remaining 
35.8% belonged in the ‘early’ stages of the readiness for change process. The above 
grouping (‘early’ / ‘later’) was used in some tests for purposes of statistical 
convenience. 61,8% of people in the ‘early’ stages were males and 38.2% were 
females, whereas in the ‘later’ stages 55.7% were males and 44.3% were females.
Reliability analyses conducted on the two set of questions (non-action/action) in the 
questionnaire devised by the author of this study. Results revealed a Cronbach alpha 
coefficient (Bryman & Cramer, 1999) of .83 for the ‘action’ set of questions and .73 
for the ‘non-action’ questions. However, the analysis revealed that question 6 of the
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‘non-action’ subscale had a negative item-total correlation (-.0423) and that if it was 
deleted, then a .89 alpha coefficient would be yielded for this subscale. Therefore, it 
was decided to exclude this item in order to increase the internal reliability of the 
questionnaire. In that sense, a high consistency among the questions in both sets 
(action/non-action) was secured and hence the questionnaire attained to measure what 
it was designed to measure (preference in action/non-action interventions).
Separate Kruskal-Walis tests were performed for the ‘non-action’ and ‘action’ set of 
questions, in order to gain a more detailed picture concerning participants’ 
preferences. Differences were explored in variables such as the stages of motivation, 
gender, counselling experience and type of addiction. In this test, higher mean ranks 
denote higher scores for each value..
For the ‘non-action’ interventions, results showed that respondents in the first two 
stages scored higher than respondents in the three later stages. Results gave a Chi2 of 
46.965 with an associated probability value of .000. Thus it was concluded that there 
are significant differences in respondents’ preferences, with respondents in the early 
stages showing a strong inclination to the non-action oriented interventions, 
%2 (4) = 46.965, p < 0.001. Table 1 describes in detail participants’ mean ranks in the 
five stages for the ‘non-action’ questions.
Table 1. Ranks Average Non-Action
STAGES N Mean
Rank
Precontemplation 14 79.29
Contemplation 20 67.53
Preparation 18 36.94
Action 19 24.89
Maintenance 24 40.06
Total 95
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For the ‘action’ interventions results showed lower scores for respondents in the first 
two stages and higher scores for respondents in the three later stages. Again results 
revealed that these differences were statistically significant, %2 (4) = 51.081, p < 0.001. 
Table 2 describes participants’ mean ranks in the five stages for the ‘action’ questions.
Table 2. Ranks Average Action
STAGES N Mean
Rank
Precontemplation 14 15.32
Contemplation 20 26.45
Preparation 18 63.81
Action 19 67.18
Maintenance 24 57.98
Total 95
Spearman’s correlation revealed that there is a negative association between 
respondents’ stage and average scores in the ‘non-action’ interventions (the higher the 
stage, the lower the score in those questions) and a positive association between stages 
and ‘action’ interventions (rho = -.561 and rho = .592 respectively). These are 
moderate correlations (Dancey & Reidy, 1999), but the association has an exact 
probability of p < 0.01, denoting that there is only a small chance that this correlation 
has arisen by sampling error, assuming the null hypothesis to be true (that there is no 
difference in the respondents’ preference of interventions according to their stage). 
However, these correlational relationships cannot be regarded as implying causation 
(Dancey & Reidy, 1999).
Similar results were obtained when respondents’ gender was investigated. A Kruskal- 
Walis test revealed that for the ‘non-action’ interventions, both males and females in 
the first two stages scored significantly higher than those who belonged to the later 
three stages, Males: %2 (4) = 26.815, p < 0.001, Females: %2 (4) = 22.004, p < 0.001. 
In the same way, both males and females in the Precontemplation and Contemplation 
stages scored low for the ‘action’ interventions, whereas respondents in the 
Preparation, Action and Maintenance stage scored higher in these questions. Again
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these differences were found to be statistically significant, %2 (4) = 28.205, p < 0.001 
for males and %2 (4) = 22.893, p < 0.001 for females.
A Spearman’s rho correlation revealed that there is a somewhat higher correlation 
between stage and preferred therapeutic intervention in males (rho = -.612, p < 0.01 
for ‘non-action’ and rho = .609, p < 0.01 for the ‘action’ interventions) than in 
females (rho = -.466, p < 0.01 for ‘non-action’ and rho = .560, p < 0.01 for the ‘action’ 
interventions). However, a Mann-Whitney U test showed no significant difference 
between males and females in their overall scores on ‘non-action’, U(l) = 1030, p = 
.505 and ‘action’ interventions, U(l) = 1024, p = .563.
Data were also analysed (Kruskal-Walis) in order to explore any differences in 
respondents’ scores depending on whether they had seen a therapist or not. Results 
showed that for the ‘non-action’ interventions both groups scored significantly higher 
in the Precontemplation and Contemplation stage than in the Preparation, Action and 
Maintenance, % (4) = 25.853, p < 0.001 for those who had seen a therapist before and 
%2 (4) = 20.614, p < 0.001 for those who had never seen a therapist for counselling. 
Analogous results were obtained for the ‘action’ interventions; respondents of the first 
two stages in both groups scored lower than respondents of the later three stages. 
Again these differences were found to be statistically significant, %2 (4) = 27.034, 
p < 0.001 for the ‘therapist’ group and %2 (4) = 24.471, p < 0.001 for the ‘no-therapist’ 
group.
A negative correlation was found for both groups in their scores in the ‘non-action’ 
interventions (rho = -.577, p < 0.01 and rho = -.537, p < 0.01 respectively), whereas a 
positive association was obtained for their scores in the ‘action’ interventions (rho = - 
.562, p < 0.01 for the ‘therapist’ group and rho = -.627, p < 0.01 for the ‘no-therapist’ 
group).
However, no difference was found between respondents who had seen a therapist and 
those who did not have this experience in their preference for ‘non-action’ and ‘action’ 
interventions, according to their stage of motivation, U(l) = 1089, p = .830 and U (l) = 
1088, p = .821 respectively.
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An attempt was also made to explore any differences between respondents with a drug 
or alcohol addiction. Results showed that for the ‘non-action’ interventions both 
groups scored significantly higher in the first two stages (Precontemplation and 
Contemplation) than in the later three stages (Preparation, Action and Maintenance), 
%2 (4) = 29.247, p < 0.001 for the ‘drug’ group and %2 (4) = 18.210, p = 0.001 for the 
‘alcohol’ group. For the ‘action’ interventions respondents of the first two stages in 
both groups scored lower than respondents of the later three stages. These differences 
were found to be statistically significant, %2 (4) = 32.521, p < 0.001 for the ‘drug’ 
group and %2 (4) = 22.653, p < 0.001 for the ‘alcohol’ group. The results then indicate 
that participants irrespective of their type of addiction (drugs or alcohol), tend to find 
non-action interventions to be more beneficial when they are in the Precontemplation 
and Contemplation stages, whereas they show a strong inclination for the action- 
oriented therapeutic interventions when they are in the Preparation, Action and 
Maintenance stages.
However, a Spearman’s rho correlation revealed that there is a higher correlation 
between stage and preferred intervention in respondents with drug addiction (rho = - 
.603, p < 0.01 for the ‘non-action’ interventions and rho = .677, p < 0.01 for the 
‘action’ interventions) than in respondents with alcohol addiction (rho = -.413, p < 
0.05 for the ‘non-action’ interventions and rho = .424, p < 0.05 for the ‘action’ 
interventions).
A Mann-Whitney U test showed that there is no difference in the average scores on the 
two sets of interventions between the ‘drug’ and the ‘alcohol’ groups, U (l) = 859, p = 
.117 for the ‘non-action’ and U(l) = 996, p = .609 for the ‘action’ interventions.
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DISCUSSION
In this study the percentage of males and females was somewhat similar (57.7% males, 
42.1% females): This gender representation is unusual for the addiction population, 
which seems to be dominated by males (Grella & Joshi, 1999). The fact that the vast 
majority of respondents (62.1%) reported drugs as their main addiction seems 
understandable, since a large number of questionnaires was distributed in Services’ 
Methadone Clinics, where the predominant issue is the drug addiction.
Another finding that came up from the analysis of the data was a tendency in females to 
become more often addicted to alcohol than to drugs (47.2% and 39% respectively) 
and a tendency in men to become more often addicted to drugs than to alcohol (61% 
and 52.8% respectively). Issues around social acceptability of drugs and alcohol or 
around their relation to criminal behaviour may be contributing factors to these 
tendencies. However, this can only be a speculation at this stage; further research is 
needed to shed light in this interesting area.
The majority of the respondents (64.2%) belonged to the iater’ stages of readiness to 
change (Preparation, Action, Maintenance). This finding seems reasonable, since the 
study was conducted in Drug and Alcohol Services, where one expects that clients 
would be at least in the Contemplation stage, thus having made a decision to address 
their addictive problem. However, of interest was the 14.7% of Precontemplators 
found in this sample. Although this large percentage may seem surprising, it is in 
agreement with previous findings. In their study, Heather et al., (1993) allocated 27% 
of their total sample to the Precontemplation, and Annis et al., (1996) had a total 
percentage of 10% Precontemplators. The authors suggest that maybe these clients are 
facing legal difficulties or are under coercion from their employer, family, court or 
probation office. In relation to the stages of motivation it was also found a tendency for 
males to belong more in the ‘early’ stages (62%) than in the ia ter’ stages (55%), 
whereas females tend to belong more in the later stages (45%) than in the early stages 
(38%). This means that perhaps men are more reluctant than women to recognise,
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accept and seek help for their addictive problem. As far as the negative correlation of 
question 6 to the rest of the ‘non-action’ questions, it could be argued that maybe the 
phrasing of this question was not appropriate, and therefore participants did not 
understand it. Another speculation could be that the term ‘responsibility’ was too 
sensitive and thus caused a high desirability factor in this item, which is a tendency in 
some people to respond to items in ways that make them ‘look good’, hence giving 
socially acceptable answers to self-report questionnaires (Hjelle & Ziegler, 1992).
One of the most important findings of this study is that participants in the ‘early’ 
stages, irrespective of their gender, significantly prefer non-action oriented therapeutic 
interventions than action-oriented interventions. Along this line, it is noteworthy to 
mention that Precontemplators had the highest score in this variable, indicating a strong 
need for the adoption of an open, non-directive approach when working with this client 
group. Similarly, participants in the ‘later’ stages, showed a significant preference to 
action-oriented than non-action interventions, irrespective of their gender. In this 
group, participants in the Action stage had the highest scores, indicating that adopting 
a passive, non-action approach with these clients is likely to be counterproductive. Of 
course, the same applies to respondents in the other two stages (Preparation, 
Maintenance). This finding confirms the hypothesis of this study, and is consistent with 
the theoretical predictions, which hold that experiential, non-directive therapeutic 
approaches are most helpful in the earlier stages of change, while behavioural, directive 
approaches are most important when they are utilised in the later stages (e.g. Miller, & 
Rollnick, 1991; Perz et al., 1996; DiClemente & Prochaska, 1998). In that sense, it 
seems that clients’ perspectives of their preferred therapeutic interventions according 
to their stage of motivation, match the way of approaching this client group, proposed 
by the transtheoretical model (Prochaska & DiClemente, 1984).
Of great interest was the finding that no difference exists between those who had seen 
a therapist and those who did not have this experience, in terms of their preferred 
therapeutic interventions. One would have expected that people with no previous 
experience in counselling would have unrealistic expectations from therapy and 
possibly would want the therapist to provide them with the ‘magical solution’,
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irrespective of their stage of motivation. In this study, it came up that both groups 
seem to be aware of what is helpful and what is not helpful for them. Maybe the fact 
that the transtheoretical approach was based on experiences of both ‘self-changers’ and 
‘therapy-changers’ (DiClemente & Prochaska, 1982), hence it takes into consideration 
the methods utilised by people who do not seek professional help, can account for this 
similarity in the two groups.
The results revealed also a higher correlation between stages and preferred therapeutic 
intervention for participants with a drug addiction, indicating that this group has a 
stronger tendency to prefer non-action interventions when they are in the ‘early’ stages, 
and action-oriented interventions when they are in the later stages of change. This 
finding may suggest that there is a qualitative difference between the two populations 
(drug/alcohol misusers); one could postulate that alcohol, being a more socially 
accepted drug produces different attitude in people toward their addiction, thus 
different way in which people perceive their treatment. However, this speculation does 
merit further research, possibly on a qualitative level, in order for the clients’ 
perception of their addiction to be explored more in depth.
Moreover, the finding that Precontemplators significantly prefer non-action oriented 
therapeutic interventions than action-oriented interventions seems to be self-evident, 
given the stage of motivation (or lack of motivation) that characterises this group. In 
that sense, this finding does not add any significant information concerning the 
psychological make-up of this client group. It is believed that the exploration of clients’ 
perspective on the issue of matching as well as the investigation of their distinguishing 
factors, both on a qualitative basis, would shed more light on these issues and therefore 
would improve the power of this study.
Implications for Practice: As mentioned earlier, addictive behaviour problems are 
particularly difficult for therapists. The finding that clients can be effectively matched to 
the most appropriate therapeutic intervention within a treatment network is potentially 
important for the delivery of therapeutic services within the field of addiction. Without 
adequate data and without systematic research available, many therapists rely on trial
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and error learning to discover how to help their clients to change their addictive 
behaviour. Maybe this is a major reason why relapse is the rule rather than the 
exception when it comes to changing chronic patterns as drug or alcohol addiction 
(Prochaska & Prochaska, 1999). Some therapists or treatment programs, may fail to 
appreciate the distinctive characteristics of clients in each stage. Perhaps when 
individuals receive the treatment that is most appropriate for their needs, they are more 
likely to respond positively, remain in treatment longer and begin recovery. The 
transtheoretical model enables therapists to break down the process of change into 
distinct and treatment-relevant categories, offering some creative thinking to the types 
of interventions which would be most effective.
CONCLUSION
This study has attempted to address the issue of matching the appropriate therapeutic 
interventions to drug and alcohol abusers’ stage of motivation. While some research 
has indicated that matching a treatment program with the specific needs and 
characteristics of the substance misuse client can increase treatment success 
(DiClemente et al., 1991; Mattson et al., 1994; Mattson, 1998), no documentation 
existed so far on what the clients perceive to be more beneficial for them, depending on 
what stage of readiness to change they are.
The results of this study indicate that there is a strong match between the theoretical 
predictions and the clients’ views on this issue. In other words, it seems that clients in 
the ‘early’ stages of change (i.e. Precontemplation, Contemplation), irrespective of 
gender or whether they had seen a therapist in the past, consider non-action oriented 
therapeutic interventions to be more beneficial for them, whereas clients in the ia ter’ 
stages of change (Preparation, Action, Maintenance) regard action-oriented 
interventions to be more helpful. The current findings lend at least partial support to 
the notion that client-treatment matching according to the stage of motivation can 
improve overall treatment results in the substance misuse field. Hence, careful 
assessment of the stage of motivation and individual-tailored intervention should be an 
essential element of any treatment program for drug and alcohol addicted clients.
185
REFERENCES
American Psychiatric Association (1994). Diagnostic and Statistical Manual o f 
Mental Disorders (4th edition). Washington, DC: American Psychiatric 
Association.
Annis, H. M., Schober, R. & Kelly, E. (1996). Matching outpatient counselling to 
client readiness for change: the role of structured relapse prevention 
counselling. In Experimental and Clinical Psychopharmacology, Vol. 4(1), 
37-45.
Belding, M. A., Iguchi, M. Y., & Lamb, R. J. (1996). Stages of change in methadone 
maintenance: Assessing the convergent validity of two measures. In 
Psychology o f Addictive Behaviours, 10(3), 157-166.
Berger, B. A. (2000). Readiness for change: Improving treatment adherence. Program 
developed for Glaxo-Wellcome, Inc. Retrieved January 14, 2000 from 
Lycos Database, on the World Wide Web: http://pharmacy.aubum.edu.
Bryman, A. & Cramer, D. (1999). Quantitative Data Analysis with SPSS Release 8 for  
Windows: A Guide for Social Scientists. London: Routledge.
Dancey, C. P. & Reidy, J. (1999). Statistics Without Maths for Psychology: Using 
SPSS for Windows. London: Prentice Hall.
Davidson, R., Rollnick, S. & MacEwan, I. (Eds.) (1991). Counselling Problem 
Drinkers. London: Routledge.
DiClemente, C. C. & Prochaska, J. O. (1982). Self-change and therapy change of 
smoking behaviour: A comparison of processes of change in cessation and 
maintenance. In Addictive Behaviour, 7, 133-142.
186
DiClemente, C. C. (1991). Motivational interviewing and the stages of change. In W. 
R. Miller & S. Rollnick (Eds.) (1991). Motivational interviewing: Preparing 
people for change. New York: The Guildford Press.
DiClemente, C. C. (1999). Motivation for change: Implications for substance abuse 
treatment. In Psychological Science, 10 (3), 209-213.
DiClemente, C. C., Prochaska, J. O., Fairhurst, S. K., Velicer, W. F., Velasquez, M. 
M. & Rossi, J. S. (1991). The process of smoking cessation: An analysis of 
precontemplation, contemplation, and preparation stages of change. Journal 
o f Consulting and Clinical Psychology,59, 295-304.
Edwards, G. & Lader, M. (1994). Addiction: Processes o f Change. Oxford: Oxford 
University Press.
Faul, F. & Erdfelder, E. (1992). GPOWER: A priory, post hoc, and compromise 
power analyses for MS-DOS [Computer Program]. Bonn, FRG: Bonn 
University, Department of Psychology.
Grella, C. E. & Joshi, V. (1999). Gender differences in drug treatment careers among 
clients in the national drug abuse treatment outcome study. In American 
Journal o f Drug and Alcohol Abuse, 25(3), 385-406.
Heather, N. (1995). Brief intervention strategies. In R. K. Hester & W. R. Miller 
(Eds.), Handbook o f Alcoholism Treatment Approaches: Effective
alternatives, (2nd ed.). Boston: Allyn & Bacon.
Heather, N., Rollnick, S., Bell, A. (1993). Predictive validity of the Readiness to 
Change Questionnaire. In Addiction, 88, 1667-1677.
187
Heather, N., Rollnick, S., Bell, A., & Richmond, R. (1996). Effects of brief 
counselling among male heavy drinkers identified on general hospital wards. 
In Drug and Alcohol Review, 75(1), 29-38.
Hesselbrock, M. N., Hesselbrock, V. M. & Epstein, E. E. (1999). Theories of etiology 
of alcohol and other drug use disorders. In B. S. McCrady & E. E. Epstein 
(Eds.), Addictions: A Comprehensive Guidebook. New York: Oxford 
University Press.
Hjelle, L. A. & Ziegler, D. J. (1992). Personality Theories: Basic Assumptions, 
Research and Applications. New York: McGraw-Hill, Inc.
Khantzian, E. J., Halliday, K. S., & McAuliffe, W. E. (1990). Addiction and the 
Vulnerable Self: Modified Dynamic Group Therapy for Substance Abusers. 
New York: Gardner Press.
Lazarus, A. A. (1984). The specificity factor in psychotherapy. In Psychotherapy in 
Private Practice, 2, 43-48.
Leeds, J, & Morgenstem, J. (1995). Psychoanalytic theories of substance abuse. In F. 
Rotgers, D. S. Keller, & J. Morgenstem (Eds.), Treating Substance Abuse: 
Theory and Technique. New York: Guildford Press.
Littleton, J. (1991). Drug dependence as pharmacological adaptation. In I. B. Glass 
(Ed.). The International Handbook o f Addiction Behaviour. London: 
Routledge.
Mattson, M. E. (1998). Finding the right approach. In W. R. Miller & N. Heather 
(Eds.). Treating Addictive Behaviours. New York: Plenum Press.
188
Mattson, M. E., Allen, J. P., Longabaugh, R., Nickless, C. J, Connors, G. J.,& Kadden, 
R. M. (1994). A chronological review of empirical studies matching alcoholic 
clients to treatment. In Journal o f Studies on Alcohol, 12, 16-29.
Miller, W. R. (1998). Why do people change addictive behaviour? The 1996 H. David 
Archibald lecture. In Addiction, Vol. 93 (2), 163-172.
Miller, W. R. & Hester, R. R. (1986). The effectiveness of alcoholism treatment. In 
W. R. Miller & N. Heather (Eds.). Treating addictive behaviours: Process o f 
change (pp. 121-174). New York: Plenum Press.
Miller, W. R. & Rollnick, S. (1991). Motivational interviewing. New York: The 
Guildford Press, (p. 14).
Miller, W. R. & Tonigan, J. S. (1996). Assessing drinkers’ motivation for change: the 
stages of change readiness and treatment eagerness scale (SOCRATES). In 
Psychology o f Addictive Behaviours, 10 (2), 81-89.
Norcross, J. K. (1991). Prescriptive matching in psychotherapy: psychoanalysis for 
simple phobias? In Psychotherapy, 28, 439-443.
Ockene, J., Ockene, I. & Kristellar, J. (1988). The coronary artery smoking 
intervention study. Worcester, MA: National Heart Lung Blood Institute.
Perz, C. A., DiClemente, C. C., & Carbonari, J. P. (1996). Doing the right thing at the 
right time? Interaction of changes and processes of change in successful 
smoking cessation. Health Psychology, 15, 462-468.
Prochaska, J. O. (1979). Systems o f Psychotherapy: A Transtheoretical Analysis. 
Homewood, Dorsey Press.
189
Prochaska, J. O. & DiClemente, C. C. (1982). Transtheoretical therapy: Toward a 
more integrative model of change. Psychotherapy: Theory, Research and 
Practice, 19, 276-288.
Prochaska, J. O. & DiClemente, C. C.(1984). The Transtheoretical approach: 
Crossing traditional boundaries o f change. Homewood, IL: Dorsey Press.
Prochaska, J. O. & DiClemente, C. C.(1986). Toward a comprehensive model of 
change. In W. R. Miller & N. Heather (Eds.). Treating addictive behaviours: 
Process o f change. New York: Plenum Press, (p. 6).
Prochaska, J. O. & Norcross, J. C. (1999). Systems o f Psychotherapy: A 
Transtheoretical Analysis (4th ed.). New York: Brooks/Cole.
Prochaska, J. O. & Prochaska, J. M. (1999). Why don’t continents move? Why don’t 
people change? In Journal o f Psychotherapy Integration, 9(1), 83-102.
Prochaska, J. O., DiClemente, C. C. & Norcross, J. N. (1992). In Search of How 
People Change: Applications to Addictive Behaviours. In American 
Psychologist, Vol. 47 (9), 1102-1114.
Project MATCH Research Group. (1997). Matching Alcoholism Treatments to 
alcohol heterogeneity. Project MATCH post treatment drinking outcomes. In 
Journal o f Studies on Alcohol, 58, 7-29.
Rollnick, S., Heather, N., Gold, R., & Hall, W. (1992). Development of a short 
“readiness to change” questionnaire for use in brief opportunistic 
interventions among excessive drinkers. In British Journal o f Addiction, 87, 
743-754.
190
Schober, R., & Annis, H. M. (1996). The commitment to change algorithm for alcohol 
(CCA-A): Psychometric properties. Cited in H. M. Annis, R. Schober, & E. 
Kelly, (1996). Matching outpatient counselling to client readiness for change: 
the role of structured relapse prevention counselling. In Experimental and 
Clinical Psychopharmacology, Vol. 4(1), 37-45.
Thornton, C. C., Gottheil, E., Weinstein, S. P., & Kerachsky, R. S. (1998). Patient- 
treatment matching in substance abuse: Drug addiction severity. In Journal o f 
Substance Abuse Treatment, 15(6), 505-511.
West, R. (1991). Psychological theories of addiction. In I. B. Glass (Ed.). The 
International Handbook of Addiction Behaviour. London: Routledge.
Wikler, A. (1973). ‘Dynamics of drug dependence: implications of a conditioning 
theory for research and treatment. In Archives o f General Psychiatry, 28, 611- 
616.
Wurmser, L. (1984). The role of superego conflicts in substance abuse and their 
treatment. In International Journal o f Psychoanalytic Psychotherapy, 10, 
227-258.
Yahne, C. E., & Miller, W. R. (1999). Enhancing motivation for treatment and change. 
In B. S. McCrady & E. E. Epstein (Eds.), Addictions: A Comprehensive 
Guidebook. New York: Oxford University Press.
191
APPENDIX 4
STUDY INFORMATION
4.1 Information Sheet for Participants
4.2 Consent Form
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UniS
University 
of Surrey
Guildford
Surrey GU2 5XH. UK
Telephone
+ 44 (0)1483 3CC8C0
Facsimile
+44 (0)1483 3CC8C3
School o f
Human
S cien ces
IN FO RM A TIO N  SHEET
Dear Participant,
I am a Postgraduate Trainee in Psychology at the University of Surrey. I am currently 
working for ACORN as a Trainee Psychologist. As part of my training I am conducting 
research on the topic of addiction. The study is about matching the treatment of drug 
and alcohol abusers' to their stage of motivation.
You are being invited to take part in this research study. Before you decide it is 
important for you to understand why the research is being done and what it will involve. 
Please take time to read the following information carefully and discuss it with friends, 
relatives and your GP if you wish. Ask us if there is anything that is not clear or if you 
would like more information. Take time to decide whether or not you wish to take part.
This study aims to explore clients’ views on the kind o f psychological treatment they 
require, according to the stage of readiness for change in which they are at the moment. 
The study aims to help ACORN to offer more appropriate help to people with a drug or 
alcohol problem. As no names will appear on any forms, you will not benefit directly 
from the study, but you will help in the improvement of ACORN’s services.
It is up to you to decide whether or not to take part. I f  you do decide to take part you 
will be given this information sheet and a consent form to keep. All you will have to do 
is fill in the two questionnaires enclosed and send them back to me using the addressed 
prepaid envelope provided. You do not need to put your name or anything that could 
identify you on either of the forms. If you decide to take part you are still free to 
withdraw at any time and without giving a reason. This will not affect the standard of 
care you receive.
I would also like to assure you that all documentation held on a volunteer complies with 
the Data Protection Act (1984) and will be treated in the strictest confidence. No names or 
addresses will appear on any questionnaires. •
If you require any further information about this study, please do not hesitate to contact 
me on the telephone number provided below.
Thank jo ii in advance.
Yours sincerely
Theodoros Giovazolias 
Counselling Psychologist in Training
(Tel: 07713-605960)
Supervisor: Dr Paul Davis
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Unis
CONSENT FORM
(Please read before complete the Questionnaires)
University 
of Surrey
Guildford
Surrey GU2 5XH, UK 
Telephone 
+4*(P)1483 2CGSC0 
Facsimile
•hU(Q}T4S3 3CCS02
School o f
Human
S c ien ces
Title of Project: Matching Therapeutic Interventions to Drug and Alcohol Abusers’ 
Stage of Motivation: The Clients’ Perspective.
Name of Researcher: Theodores Giovazolias
I voluntarily agree to take part in the study on clients’ perspectives of matching 
therapeutic interventions to drug and alcohol abusers’ stage of motivation.
I have read and understood the Information Sheet provided. I have been given a full 
explanation by the investigators of the nature, purpose, location, and likely duration of 
the study, and of what I will be expected to do. I have been given the opportunity to 
ask questions on all aspects of the study and have understood the advice and 
information given as a result.
I agree to comply with any instruction given to me during the study and to co-operate 
fully with the investigators. I shall inform them immediately if I suffer any 
deterioration of any kind in my health or well-being, or experience any unexpected or 
unusual symptoms.
I understand that ail documentation held on a volunteer is in the strictest confidence 
and complies with the Data Protection Act (1984). I agree that I will not seek to 
restrict the use of the results of the study on the understanding that my anonymity is 
preserved.
I understand that I am free to withdraw from the study at any time without needing to 
justify my decision and without prejudice.
I confirm that I have read and understood the above and freely consent to participating 
in this study. I have been given adequate tim e to consider my participation and agree 
to comply with the instructions and restrictions o f  the study.
I confirm that by completing and returning the questionnaire, I am giving consent to 
take part in the study.
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ALCOHOL QUESTIONNAIRE
IF YOU CONSIDER YOURSELF AS HAVING MOSTLY AN ALCOHOL 
PROBLEM, PLEASE FILL IN THIS QUESTIONNAIRE BY FOLLOWING THE 
ARROWS AFTER CIRCLING THE RELEVANT RESPONSES.
• Did you drink during the last 30 days? YES or NO
• Are you considering quitting or reducing drinking within the next 30 days?
YES or NO
Thank you (End of Questionnaire)
• Were you continuously abstinent during the last 30 days or did you reduce drinking 
during the last 30 days?
YES or NO
• Did you follow through on at least one quit attempt or 
one attempt to reduce drinking during the last 30 days, 
but then started again?
YES or NO
Thank y o u  (End of Questionnaire)
• Were you continuously abstinent for more than the last 60 days or did you 
reduce drinking for more than the last 60 days?
YES or NO
Thank vou
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DRUG QUESTIONNAIRE
IF YOU CONSIDER YOURSELF AS HAVING MOSTLY A DRUG PROBLEM. 
PLEASE FILL IN THIS QUESTIONNAIRE BY FOLLOWING THE ARROWS AFTER 
CIRCLING THE RELEVANT RESPONSES.
• Did you use any drug during the last 30 days? YES or NO
• Are you considering quitting drugs within the next 30 days?
YES or NO
hank  vou (End of Questionnaire)
• Were you continuously abstinent from drugs during the last 30 days?
YES or NO
\
• Did you follow through on at least one quit attempt 
from drugs during the last 30 days, but then started 
again?
YES or NO
T hank vou (End of Questionnaire)
• Were you continuously abstinent from drugs for more than the last 60 days?
YES or NO
Thank vou
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QUJESTIONNAIKE
PLEASE FILL IN THIS QUESTIONNAIREJBY TICKING THE RELEVANT 
RESPONSES.
2) Gender: Male ®
Female B i
1) Age: Under 20 M  
21-30 ®  
31-40 a  
41-50 m 
51-60 «  
61-over HI
3) Have you ever seen a counsellor or psychologist for therapy in the past? 
Yes m  No i l l
4) How would you find it if.your therapist remained silent most of the time during 
the session and listened to you?
Very Not Very
Useful Useful Neutral Useful Useless
/ - - - - - - - - - - - 7----------- 7------------ 7------------ 7
5) How useful would you find it if your therapist would give you particular tasks to 
complete at home, as part of therapy (e.g. keeping a diary of the addictive 
behaviour?)
Very Not Very
Useful Useful Neutral Useful Useless
/ - - - - --- -- -- r ---------- 7------------ 7------------ 7
6) Sometimes therapists believe that it is best for the client to accept responsibility 
for his/her addiction; To what extent do you agree with this?
Completely Completely
Disagree Disagree Neutral Agree Agree
/ - ---------- 7----------- r~ -------- 7------------ 7
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7) Sometimes therapists take the lead and direct what is going on in therapy; To 
what extent do you feel that this would be helpful for you?
Totally Totally
Helpful Helpful Neutral Unhelpful Unhelpful
/---------- 7-----------7-----------7------------7
8) How would you find it if in therapy you and your therapist were focusing on 
specific issues related to your addictive behaviour (e.g. how to cut down or prevent 
relapse) as opposed to more general issues (e.g. why you drink/use drugs?)
Not Very
Useless Useful Neutral Useful Useful
7---------- 7---------- 7----------- 7----------- 7
9) Sometimes therapists teach their clients problem-solving skills and other coping 
strategies to help them change their addiction; To what extent do you believe this 
would be helpful for you?
Totally Totally
Helpful Helpful Neutral Unhelpful Unhelpful
/---------- 7---------- 7-----------7------------7
10) How would you find it if your therapist helped you to build up your motivation 
to change your addictive behaviour rather than offering you direct help to cut 
down?
Not Very
Useless Useful Neutral Useful Useful
/-----------7---------- 7-----------7------------7
11) How would you find it if you talked about your past in therapy?
Very Not Very
Useful Useful Neutral Useful Useless
/---------- 7---------- 7----------- 7------------7
Thank vou
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UniS
24 May 2000
Mr Thodoros Giovazolias 
PsychD Psychotherapeutic & Counselling Trainee 
Department of Psychology 
University of Surrey
University 
of Surrey
Guildford
Surrey GU2 5XH, UK
Telephone
+44 (0)1483 300800
Facsimile
+44(0)1483 873811
Registry
Dear Mr Giovazolias
Matching therapeutic interventions to drug and alcohol abusers* stage of 
motivation: The clients’ perspective (ACE/2000/31/Psvch)
I am writing to inform you that the Advisory Committee on Ethics has considered the 
above protocol and the subsequent information supplied and has approved it on the 
understanding that the Ethics Guidelines are observed.
This letter of approval relates only to the study specified in your research protocol 
(ACE/2000/31/Psych). The Committee should be notified of any changes to the proposal, 
any adverse reactions and if the study is terminated earlier than expected (with reasons).
I enclose a copy of the Ethics Guidelines for your information.
Date of approval by the Advisory Committee on Ethics: 24 May 2000
Date of expiry of Advisory Committee on Ethics approval: 23 May 2005
Please inform me when the research has been completed.
Yours sincerely
Helen Schuyleman (Mrs)
Secretary, University Advisory Committee on Ethics 
Registry
cc: Professor L J King, Chairman, ACE
Dr Paul Davis, Principal Investigator, Dept o f  Psychology
NORTH AND MID HAMPSHIRE 
LOCAL RESEARCH ETHICS COMMITTEES 
North and Mid Hampshire Health Authority 
Harness House 
Aldermaston Road, Basingstoke 
Hampshire R G 24 9NB 
Tel: 01256 312248 Fax: 01256 312299 
Email: sandra.tapping@gw.nm-ha.swestnhs.uk
Mr Theodoros Giovazolias
50 Raymond Crescent
Guildford
Surrey
GU2 5SX
Dear Mr Giovazolias
143/B -  Matching Therapeutic Interventions to Drug and Alcohol Abusers’ Stage of 
Motivation. The Clients’ Perspective
Thank you for your letter of 19th January dealing with some minor amendments. I am satisfied 
with these and am empowered to grant you full approval. However, whilst the committee give 
approval on ethical grounds it is still up to the Trust to finally sanction the work taking into 
account financial and other implications.
To comply with good practice a list of members at the January meeting is enclosed.
The committee wish you every success with the study. The following conditions apply to all 
approvals:
a) That you notify the LREC immediately of any information received or of which you
become aware which would cast doubt upon, or alter, any information contained in the 
original application, or a later amendment application, submitted to the LREC and/or 
which would raise questions about the safety and/or continued conduct of the research.
b) You need, to comply with the latest Data Protection Act and Caldicott Guardian issues.
c) You need to comply, throughout the conduct o f  the study, which good clinical research
practice standards.
d) You need to refer proposed amendments to the protocol to the LREC for the further
Chair o f Biomedical Committee:
Chair o f Qualitative and Non-invasive Committee: 
Ethics Committee Co-ordinator:
Mrs Jane Ogden-Swift 
Ms Jill Pamham 
Mrs Sandra Tapping
Our ref: ST/mk/143/B/I2802 24 January 2000
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review and to obtain LREC approval thereto prior to implementation (except only in cases 
of emergency where the welfare of the subject is paramount).
You must supply ah annual summary o f the progress of the research project and of the 
conclusion and outcome of the research project and inform the LREC should the research 
be discontinued.
sincerely 
Jill Parnham
Chair^- Qualitative and Non-Invasive Committee
cc Tom Chan -  Surrey Hampshire Borders NHS Trust 
Enc. January meeting members
e)
Yours
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6.1 SPSS Analysis Output
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Frequencies
Statistics
1-Age: Gender:
3) Have you 
ever seen a 
counsellor 
or
Type of 
addiction STAGES STAGES2
N Valid 95 95 95 95 95 95
Missing 0 0 0 0 0 0
Mean 2.94 1.42 1.45 1.38 3.2000 1.6421
Std. Deviation .91 .50 .50 .49 1.4112 .4819
Frequency Table
1-Age:
-
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid Under 20 1 1.1 1.1 1.1
21-30 33 34.7 34.7 35.8
31-40 37 38.9 38.9 74.7
41-50 20 21.1 21.1 95.8
51-60 3 3.2 3.2 98.9
61-over 1 1.1 1.1 100.0
Total 95 100.0 100.0
Gender:
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid Male 55 57.9 57.9 57.9
Female 40 42.1 42.1 100.0
Total 95 100.0 100.0
3) Have you ever seen a counsellor or
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid Yes 52 54.7 54.7 54.7
No 43 45.3 45.3 100.0
Total 95 100.0 100.0
Type of addiction
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid Drugs 59 62.1 62.1 62.1
Alcohol 36 37.9 37.9 100.0
Total 95 100.0 100.0
Page 1
205
STAGES
Frequency Percent Valid
Percent
Cum ulative
Percent
Valid Prec/tion (1) 14 14.7 14.7 14.7
Cont/tion (2) 20 21.1 21.1 35 .8
Prep/tion (3) 18 18.9 18.9 54 .7
Action (4) 19 20 .0 20 .0 74 .7
M aint/nce (5) 24 25 .3 2 5 .3 100.0
Total 95 100.0 100.0
STAGES2
Frequency Percent Valid
Percent
Cum ulative
Percent
Valid Early (1) 34 35 .8 35 .8 35 .8
Later (2) 61 64 .2 64,2 100.0
Total 95 100.0 100.0
Descriptive Statistics
N Minimum M axim um M ean Std.
Deviation
Variance
Statistic Statistic Statistic Statistic Statistic Statistic
A verage-N on Action 95 1.33 5.00 2 .8 73 7 1.1100 1.232
Average-Action 95 1.50 4 .75 3 .5974 .8942 .800
Valid N (listwise) 95
N
Statistic
Skew ness Kurtosis
Statistic Std. Error Statistic Std. Error
A verage-N on Action 95 .409 .247 -1 .1 5 8 .490
Average-Action 95 -.814 .247 -.52 4 .490
Valid N (listwise) 95
Graphs (Variance)
40
30
20
10
0
Action Average-ActionAverage-Non
Page 2
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Reliability
****** Method 1 (space saver) will be used for this analysis * * * * * *  
R E L I A B I L I T Y  A N A L Y S I S  - S C A L E  ( A L P H A )
Item-total Statistics
Scale 
Mean 
if Item 
Deleted
QUEST4 
QUEST6 
QUEST10 
QUEST11
9.8632
8.6211
9.0105
9.6737
Scale 
Variance 
if Item 
Deleted
5.7789
11.0889
6.3084
5.2434
Corrected
Item-
Total
Correlation
.7104
-.0423
.7638
.7302
Alpha 
if Item 
Deleted
.5374
.8879
.5238
.5172
Reliability'Coefficients 
N of Cases = 95.0 N of Items = 4
Alpha = .7279
****** Method 1 (space saver) will be used for this analysis * * * * * *
R E L I A B I L I T Y  A N A L Y S I S  - S C A L E  ( A L P H A )
Item-total Statistics
QUESTS
QUEST7
QUEST8
QUEST9
Scale 
Mean 
if Item 
Deleted
10.9158
10.8737
10.7579
10.6211
Scale 
Variance 
if Item 
Deleted
7.3758
9.2605
6.9940
6.8336
Corrected
Item-
Total
Correlation
.7144 
.5973 
.6515 
. 6887
Alpha 
if Item 
Deleted
.7498
.8130
.7829
.7632
Reliability Coefficients 
N of Cases = 95.0
Alpha = .8251
N of Items = 4
Page 3
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Nonparametric Correlations 
NPar Tests
Descriptive Statistics
N Mean
Std.
Deviation Minimum Maximum
Average-Non Action 95 2.8737 1.1100 1.33 5.00
STAGES 95 3.2000 1.4112 1.00 5.00
Kruskal-Wallis Test
Ranks
STAGES N Mean Rank
Average-Non Action Prec/tion 14 79.29
Cont/tion 20 67.53
Prep/tion 18 36.94
Action 19 24.89
Maint/nce 24 40.06
Total 95
Test Statistics3,15
Average-Non
Action
Chi-Square
df
Asymp. Sig.
46.965
4
.000
a. Kruskal Wallis Test
b. Grouping Variable: STAGES
NPar Tests
Descriptive Statistics
N Mean
Std.
Deviation Minimum Maximum
Average-Action 95 3.5974 .8942 1.50 4.75
STAGES 95 3.2000 1.4112 1.00 5.00
v Page 4
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Kruskal-Wallis Test
Ranks
STAGES N Mean Rank
Average-Action Prec/tion 14 15.32
Cont/tion 20 26.45
Prep/tion 18 63.81
Action 19 67.18
Maint/nce 24 57.98
Total 95
Test Statistics3’11
Average-Action
Chi-Square 51.081
df 4
Asymp. Sig. - .000
a. Kruskal Wallis Test
b. Grouping Variable: STAGES
Nonparametric Correlations
Correlations
STAGES
Average-Non
Action Average-Action
Spearman's rho STAGES Correlation Coefficient 1.000 -.561** .592*’
Sig. (2-tailed) .000 .000
N 95 95 95
Average-Non Action Correlation Coefficient -.561** 1.000 -.818*’
Sig. (2-tailed) .000 .000
N 95 95 95
Average-Action Correlation Coefficient .592** -.818** 1.000
Sig. (2-tailed) .000 .000
N 95 95 95
**. Correlation is significant at the .01 level (2-tailed).
Page 5
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NPar Tests
Kruskal-Wallis Test, GENDER-NON ACTION
Ranks
G ender STAGES N Mean Rank
Male Average-Non Action 1.00 9 45.06
2.00 12 38.54
3.00 11 23.23
4.00 8 12.94
5.00 15 20.87
Total 55
Female Average-Non Action 1.00 ■ 5 34.60
2.00 8 30.06
3.00 7 13.00
4.00 11 11.82
- 5.00 9 20.61
- Total 40
Test Statistics3,11
Gender:
Average-Non
Action
Male Chi-Square 
df
Asymp. Sig.
26.815
4
.000
Female Chi-Square 
df
Asymp. Sig.
22.004
4
.000
a. Kruskal Wallis Test
b. Grouping Variable: STAGES
> Page 6
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Nonparametric Correlations, GENDER
Correlations
Gender: STAGES
■ Average-Non 
Action
Male Spearman’s rho STAGES Correlation Coefficient 1.000 -.612*1
Sig. (2-tailed) .000
N 55 55
Average-Non Action Correlation Coefficient -.612** 1.000
Sig. (2-tailed) .000
N 55 55
Average-Action Correlation Coefficient .609** -.863*”
Sig. (2-tailed) .000 .000
N 55 55
Female Spearman's rho STAGES Correlation Coefficient 1.000 -.466*1
Sig. (2-tailed) .002
N 40 40
Average-Non Action Correlation Coefficient -.466** 1.000
Sig. (2-tailed) .002
N 40 40
Average-Action Correlation Coefficient .560** -.737*1
Sig. (2-tailed) .000 .000
N 40 40
> Page 7
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Correlations
Gender. Average-Action
Male Spearman's rho STAGES Correlation Coefficient 
Sig. (2-tailed)
N
.609*’
.000
55
Average-Non Action Correlation Coefficient 
Sig. (2-tailed)
N
-.863*’
.000
55
Average-Action Correlation Coefficient 
Sig. (2-tailed)
N
1.000
55
Female Spearman's rho STAGES Correlation Coefficient 
Sig. (2-tailed)
N
.560*’
.000
40
Average-Non Action Correlation Coefficient 
Sig. (2-tailed)
-.737*’
.000
- N 40
Average-Action Correlation Coefficient 
Sig. (2-tailed)
N * 
1
o 
. 
o
**. Correlation is significant at the .01 level (2-tailed).
NPar Tests
Kruskal-Wallis Test-GENDER/ACTION
Ranks
Gender STAGES N Mean Rank
Male Average-Action 1.00 9 10.33
2.00 12 16.71
3.00 11 35.95
4.00 8 41.31
5.00 15 34.70
Total 55
Female Average-Action 1.00 5 5.50
2.00 8 10.00
3.00 7 29.00
4.00 11 26.82
5.00 9 23.83
Total 40
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Test Statisticsa’b
Gender: Average-Action
Male Chi-Square 28.205
df 4
Asymp. Sig. .000
Female Chi-Square 22.893
df 4
Asymp. Sig. .000
a. Kruskal Wallis Test
b. Grouping Variable: STAGES
NPar Tests 
Mann-Whitney Test
Ranks
Gender N Mean Rank
Sum of 
Ranks
Average-Non Action Male 55 49.27 2710.00
Female 40 46.25 1850.00
Total 95
Test Statistics3
Average-Non
Action
Mann-Whitney U 
Wilcoxon W 
Z
Asymp. Sig. (2-tailed)
1030.000
1850.000 
-.531 
.595
a. Grouping Variable: Gender.
*
Page 9
213
NPar Tests
Kruskal-Wallis Test, THERAPIST/NON ACTION
Ranks
3) Have you ever seen a STAGES N Mean Rank
^^nseiio r or Average-Non Action 1.00 7 43.00
2.00 13 37.38
3.00 5 20.40
4.00 11 14.14
5.00 16 20.84
Total 52
No Average-Non Action 1.00 7 37.00
2.00 7 29.71
3.00 13 17.15
4.00 8 11.56
- 5.00 8 20.44
- Total 43
Test Statistics3,13
3) Have you ever seen a 
counsellor or
Average-Non
Action
Yes Chi-Square
df
Asymp. Sig.
25.853
4
.000
No Chi-Square
df
Asymp. Sig.
20.674
4
.000
a. Kruskal Wallis Test
b. Grouping Variable: STAGES
NPar Tests 
Kruskal-Wallis Test, THERAPIST/ACTION
Ranks
3) Have you ever seen a STAGES N Mean Rank
ij^nsenor or Average-Action 1.00 7 8.93
2.00 13 15.81
3.00 5 38.00
4.00 11 37.64
5.00 16 31.63
Total 52
No Average-Action 1.00 7 7.36
2.00 7 9.86
3.00 13 28.50
4.00 8 29.75
5.00 8 27.13
Total 43
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Test Statistics3,15
3) Have you ever seen a 
counsellor or Average-Action
Yes Chi-Square 27.034
'df 4
Asymp. Sig. .000
No Chi-Square 24.471
df 4
Asymp. Sig. .000
a. Kruskal Wallis Test
b. Grouping Variable: STAGES
Nonparametric Correlations, THERAPIST
Correlations
3) Have you ever seen a 
counsellor or STAGES
Yes Spearman’s rho STAGES Correlation Coefficient 
Sig. (2-tailed)
N
1.000
52
Average-Non Action Correlation Coefficient 
Sig. (2-tailed)
N
-.577*’
.000
52
Average-Action Correlation Coefficient 
Sig. (2-tailed)
N
.562*”
.000
52
No Spearman's rho STAGES Correlation Coefficient 
Sig. (2-tailed)
N
1.000
43
Average-Non Action Correlation Coefficient 
Sig. (2-tailed)
N
-.537*’
.000
43
Average-Action Correlation Coefficient 
Sig. (2-tailed)
N
.627*”
.000
43
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Correlations
3) Have you ever seen a 
counsellor or
Average-Non
Action
Yes Spearman’s rho SIAGES Correlation Coefficient 
Sig. (2-tailed)
N
-.577*’
.000
52
Average-Non Action Correlation Coefficient 
Sig' (2-tailed)
N
1.000
52
Average-Action Correlation Coefficient 
Sig. (2-tailed)
N
-.834"
.000
52
No Spearman's rho STAGES Correlation Coefficient 
Sig. (2-tailed)
N
-.537"
.000
43
Average-Non Action Correlation Coefficient 
Sig. (2-tailed)
N
1.000
43
Average-Action Correlation Coefficient 
Sig. (2-tailed)
N
-.783"
.000
43
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Correlations
3) Have you ever seen a 
counsellor or Average-Action
Yes Spearman's rho STAGES Correlation Coefficient 
Sig. (2-tailed)
N
.562*’
.000
52
Average-Non Action Correlation Coefficient 
Sig. (2-tailed)
N
-.834*’
.000
52
Average-Action Correlation Coefficient 
Sig. (2-tailed)
N
1.000
52
No Spearman's rho STAGES Correlation Coefficient 
Sig. (2-taiied)
N
.627*’
.000
43
Average-Non Action Correlation Coefficient 
Sig. (2-tailed)
-.783*’
.000
N 43
Average-Action Correlation Coefficient 
Sig. (2-tailed)
N
1.000
43
**. Correlation is significant at the .01 ievei (2-taiied).
NPar Tests 
Mann-Whitney Test
Ranks
3) Have you ever seen a 
counsellor or N Mean Rank
Sum of 
Ranks
Average-Non Action Yes 52 48.55 2524.50
No 43 47.34 2035.50
Total 95
Test Statistics3
Average-Non
Action
Mann-Whitney U 
Wilcoxon W 
Z
Asymp. Sig. (2-tailed)
1089.500
2035.500 
-.215 
.830
a. Grouping Variable: 3) Have you ever seen a counsellor or
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NPar Tests 
Mann-Whitney Test
Ranks
3) Have you ever seen a 
counsellor or N Mean Rank
Sum of 
Ranks
Average-Action Yes 52 48.58 2526.00
No 43 47.30 2034.00
Total 95
Test Statistics3
Average-Action
Mann-Whitney U 
Wilcoxon W 
Z
Asymp. Sig. (2-tailed)
1088.000
2034.000
-.226
.821
a. Grouping Variable: 3) Have you ever seen a counsellor or
NPar Tests 
Mann-Whitney Test
Ranks
Gender N Mean Rank
Sum of 
Ranks
Average-Action Male 55 46.62 2564.00
Female 40 49.90 1996.00
Total 95
Test Statistics3
Average-Action
Mann-Whitney U 
Wilcoxon W 
Z
Asymp. Sig. (2-tailed)
1024.000
2564.000 
-.578 
.563
a. Grouping Variable: Gender
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NPar Tests
Kruskal-Wallis Test, ADDICTION/NON ACTION
Ranks
Type of addiction STAGES N Mean Rank
Drugs Average-Non Action 1.00 10 49.80
2.00 13 38.62
3.00 13 24.96
4.00 9 12.67
5.00 14 23.68
Total 59
Alcohol Average-Non Action ' 1.00 4 30.00
2.00 7 28.29
3.00 5 8.80
4.00 10 13.00
- 5.00 10 17.40
- Total 36
Test Statistics3,13
Type of addiction
Average-Non
Action
Drugs Chi-Square 
df
Asymp. Sig.
29.247
4
.000
Alcohol Chi-Square 
df
Asymp. Sig.
18.210
4
.001
a. Kruskal Wallis Test
b. Grouping Variable: STAGES
Nonparametric Correlations
219
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Correlations
Type of addiction STAGES
Drugs Spearman's rho STAGES Correlation Coefficient
Sig. (2-tailed)
N
1.000
59
Average-Non Action Correlation Coefficient 
Sig. (2-tailed)
N
-.603*’
.000
59
Average-Action Correlation Coefficient 
Sig. (2-tailed)
N
.677*’
.000
59
Alcohol Spearman's rho STAGES Correlation Coefficient
Sig. (2-tailed)
N
1.000
36
Average-Non Action Correlation Coefficient 
Sig. (2-tailed)
N
-.413*
.012
36
Average-Action Correlation Coefficient 
Sig. (2-tailed)
N
.424*’
.010
36
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Correlations
Type of addiction
Average-Non
Action
Drugs Spearman's rho STAGES Correlation Coefficient 
Sig. (2-tailed)
N
-.603*’
.000
5?
Average-Non Action Correlation Coefficient 
Sig. (2-tailed)
N
1.000
59
Average-Action Correlation Coefficient 
Sig. (2-tailed)
N
-.788*’
.000
59
Alcohol Spearman's rho STAGES Correlation Coefficient 
Sig. (2-tailed)
N
-.413* 
. .012 
36
Average-Non Action Correlation Coefficient 
Sig. (2-tailed)
1.000
N 36
Average-Action Correlation Coefficient 
Sig. (2-tailed)
N
-.839*’
.000
36
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Correlations
Type of addiction Average-Action
Drugs Spearman's rho STAGES Correlation Coefficient 
Sig. (2-tailed)
N
.677*’
.000
59
Average-Non Action Correlation Coefficient 
Sig. (2-tailed)
N
-.788*’
.000
59
Average-Action Correlation Coefficient 
Sig. (2-tailed)
N
1.000
59
Alcohol Spearman's rho STAGES Correlation Coefficient 
Sig. (2-tailed)
N
.424*’
.010
36
Average-Non Action Correlation Coefficient 
Sig. (2-tailed)
N
-.839*’
.000
36
Average-Action Correlation Coefficient 
Sig. (2-tailed)
N
1.000
36
**. Correlation is significant at the .01 level (2-tailed). 
*. Correlation is significant at the .05 level (2-tailed).
NPar Tests 
Kruskal-Wallis Test, ADDICTION/ACTION
Ranks
Type of addiction STAGES N Mean Rank
Drugs Average-Action 1.00 10 9.75
2.00 13 19.12
3.00 13 36.00
4.00 9 45.28
5.00 14 39.18
Total 59
Alcohol Average-Action 1.00 4 5.50
2.00 7 8.29
3.00 5 31.40
4.00 10 23.20
5.00 10 19.70
Total 36
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Test Statistics3-13
Type of addiction Average-Action
Drugs Chi-Square 32.521
df 4
Asymp. Sig. .000
Alcohol Chi-Square 22.653
df 4
Asymp. Sig. .000
a. Kruskal Wallis Test
b. Grouping Variable: STAGES
NPar Tests 
Mann-Whitney Test
Ranks
Type of addiction N Mean Rank
Sum of 
Ranks
Average-Non Action Drugs 59 51.44 3035.00
Alcohol 36 42.36 1525.00
Total 95
Test Statistics3
Average-Non
Action
Mann-Whitney U 
Wilcoxon W 
Z
Asymp. Sig. (2-tailed)
859.000
1525.000
-1.569
.117
a. Grouping Variable: Type of addiction
NPar Tests 
Mann-Whitney Test
Ranks
Type of addiction N Mean Rank
Sum of 
Ranks
Average-Action Drugs 59 46.88 2766.00
Alcohol 36 49.83 1794.00
Total 95
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*3
Test Statistics3
Average-Action
Mann-Whitney U 
Wilcoxon W 
2
Asymp. Sig. (2-tai!ed)
996.000
2766.000
-.511
.609
a. Grouping Variable: Type of addiction
Frequencies / "Drug" group
Statistics
GENDER
N Valid 59
Missing 0
GENDER
Frequency Percent
Valid
Percent
Cumulativ 
e Percent
Valid Male 36 61.0 61.0 61.0
Female 23 39.0 39.0 100.0
Total 59 100.0 100.0
Frequencies I "Alcohol" group
Statistics
GENDER
N Valid 36
Missing 0
GENDER
Frequency Percent
Valid
Percent
Cumulativ 
e Percent
Valid Male 19 52.8 52.8 52.8
Female 17 47.2 47.2 100.0
Total 36 100.0 100.0
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■ Counselling Psychologists’ 
experiences of sexual 
attraction toward their clients: 
Impact on the therapeutic 
process. (Paper)
THEODOROS GIOVAZOLIAS,
University o f Surrey 
This study has attempted to 
address Counselling 
Psychologists* experiences of 
sexual attraction to their clients, 
by exploring the incidence of 
this phenomenon, the reaction 
that it provokes to therapists, the 
way they manage dieir feelings, 
and the potential impact of their 
sexual attraction on the 
therapeutic process. It was 
hypothesised that sexual 
attraction toward clients is 
frequently occurring in the 
therapeutic encounter, and that 
these feelings may have a 
positive impact on the 
therapeutic process: also, it was 
hypothesised that the disclosure 
of these feelings to the c lien t.. 
may lead to a positive 
therapeutic outcome. A cover 
letter, an information sheet, a 
consent form, a questionnaire 
and a return addressed envelope 
were sent to die 286 Chartered 
Counselling psychologists 
included in the 1998 Register.
The results showed that 
significantly more therapists 
were attmcted to at least one
clien t than not. Furthermore, 
h a lf  o f  the respondents who 
reported attraction to.clients 
found that their feelings had a 
positive impact on the 
therapeutic process. Therapists 
w ho had disclosed their feelings 
to their clients found 
significantly more frequently 
that the impact of their sexual 
attraction had been positive on 
the therapeutic process (87.5%), 
than therapists who did not 
disclose their sexual attraction 
(47.1% ). It is suggested that it 
m ay be helpful for counselling 
psychologists who experience 
sexual feelings in therapy, to 
recognise that they are not 
alone, that this phenomenon 
occurs generally more 
frequently than it used to be 
considered, and that many 
therapists are or have felt 
uncomfortable about these 
feelings themselves and the 
prospect of speaking out about 
them .
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